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Abstract 
Objectives. The aim of this study was to gain service users’ perspectives on whether 
therapeutic alliance, if at all, featured as part of their experience of the Systems 
Training for Emotional Predictability and Problem Solving (STEPPS) group 
programme.  
Design. A qualitative, semi-structured interview-based study to explore service users 
experiences of therapeutic alliance within their treatment. 
Methods. Seven individuals diagnosed with Borderline Personality Disorder (BPD), 
who were attending STEPPS groups, were interviewed as part of the study. 
Results. Three themes were identified from the data using thematic analysis: ‘A 
process of identification and feeling understood, ‘Building camaraderie’ and 
‘Recognising positive change’, processes that map directly onto the concept of 
therapeutic alliance. Group members sought out opportunities to relate to one another, 
a process which was facilitated by the content and structure of the treatment. 
Therapeutic bonds were built within the group, and these positive relationships 
appeared to increase mutual engagement and commitment to see the treatment 
through. As part of this experience, participants noticed positive changes within 
themselves, which they attributed to attending the STEPPS programme. 
Conclusion. Service users experiences outlined within this study suggest that 
therapeutic alliance featured in the STEPPS treatment. Whilst STEPPS focuses on 
being a skills based programme, the relationships formed between all group members 
emerged as an important mechanism from which change was made possible. Further 
research is required to build on these findings and investigate the extent to which 
therapeutic alliance affects treatment outcome and drop out within this treatment 
package for individuals with BPD.  
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Abstract 
Objectives. The aim of this study was to gain service users’ perspectives on whether 
therapeutic alliance, if at all, featured as part of their experience of the Systems 
Training for Emotional Predictability and Problem Solving (STEPPS) group 
programme.  
Design. A qualitative, semi-structured interview-based study to explore service users 
experiences of therapeutic alliance within their treatment. 
Methods. Seven individuals diagnosed with Borderline Personality Disorder (BPD), 
who were attending STEPPS groups, were interviewed as part of the study. 
Results. Three themes were identified from the data using thematic analysis: ‘A 
process of identification and feeling understood, ‘Building camaraderie’ and 
‘Recognising positive change’, processes that map directly onto the concept of 
therapeutic alliance. Group members sought out opportunities to relate to one another, 
a process which was facilitated by the content and structure of the treatment. 
Therapeutic bonds were built within the group, and these positive relationships 
appeared to increase mutual engagement and commitment to see the treatment 
through. As part of this experience, participants noticed positive changes within 
themselves, which they attributed to attending the STEPPS programme. 
Conclusion. Service users experiences outlined within this study suggest that 
therapeutic alliance featured in the STEPPS treatment. Whilst STEPPS focuses on 
being a skills based programme, the relationships formed between all group members 
emerged as an important mechanism from which change was made possible. Further 
research is required to build on these findings and investigate the extent to which 
therapeutic alliance affects treatment outcome and drop out within this treatment 
package for individuals with BPD.  
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Practitioner points 
• Despite STEPPS being a manualised, skills-based classroom programme, this 
study shows that therapeutic alliance could feature as an important treatment 
factor. 
• From the perspectives of service users within this study, having good 
relationships that involved collaborative decision-making, as well as having 
opportunities to share stories and learn from one another’s experiences, 
seemed to promote engagement with the treatment package. In light of these 
findings, professionals who are involved in the delivery of the STEPPS 
programme, might want to consider the therapeutic alliance within their 
sessions. 
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Introduction 
What is Borderline Personality Disorder? 
Borderline personality disorder (BPD) is a chronic condition that has a 
prevalence rate of 0.5-2.5% in the general population (American Psychological 
Association; APA, 1994; Bateman & Fonagy, 2004; Dolan & Coid, 1993; Maier, 
Lichtermann, Klingler, Heun & Hallmayer, 1992; Samuels, Eaton, Bienvenu, Brown, 
Costa Jr, & Nestadt, 2002), and affects up to 10% of psychiatric outpatients (Lieb, 
Zanarini, Schmahl, Linehan & Bohus, 2004) and 20% of psychiatric inpatients 
(Torgersen, Kringlen & Cramer, 2001). A large proportion of patients with BPD engage 
in deliberate self-harm and suicidal behaviour (Shearer, 1994) and up to 10% of 
patients with BPD go on to commit suicide, a rate almost 50 times higher than the 
general population (American Psychiatric Association, 2001). As a result of the severity 
of the pathology and the disruptions in interpersonal relations, patients with BPD are 
often difficult to treat and are high service utilisers (Bender et al., 2001; Frankenburg 
and Zanarini, 2004; Zanarini, Frankenberg, Khera & Bleichmar, 2001). Considering all 
the above factors, BPD is associated with substantial tangible and intangible costs 
(van Asselt, Dirksen, Arntz & Severens, 2007) to the National Health Service (NHS) 
within the United Kingdom (UK).  
The group of patients that meet the BPD criteria currently captured by the DSM-
V (APA, 2013) and ICD-10 (World Health Organisation; WHO; 2010) (Appendix 1) is 
extremely heterogeneous and there are debates about the organisation of the 
diagnostic criteria that make up this disorder (Clarkin, Fonagy, Levy & Bateman, 2015). 
Despite these contentions, there is some consensus regarding the major domains that 
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feature within the BPD classification: (1) impulsivity (Henry et al., 2001; Moeller, 
Barratt, Dougherty, Schmitz, & Swann, 2001; Sanislow et al., 2002), (2) emotion 
dysregulation (Gratz & Roemer, 2004; Henry et al., 2001; Koenigsberg et al., 2002), 
(3) cognitive distortions (Houben et al., 2016), (4) self-concept disturbances (Kernberg, 
1975), and (5) severe disruptions in interpersonal behaviour (Clarkin, Widiger, Francis, 
Hurt & Gilmore, 1983; Gunderson, 2007; Gunderson & Lyons-Ruth, 2008; Hopwood, 
Wright, Ansell & Pincus, 2013; Kehrer & Linehan, 1996) (see Appendix 2 for more 
detail). These dysfunctional problems can often be enormously distressing, and as 
such, most people living with these difficulties seek support from mental health 
services. 
Specialist Treatments for BPD 
Within the UK, individuals diagnosed with BPD are principally offered mental 
health services coordinated by a multidisciplinary Community Mental Health Team 
(CMHT) using the Care Programme Approach (CPA) within routine psychiatric care 
(National Institute of Health and Care Excellence; NICE, 2016). A number of  
psychological treatments have been adapted or developed specifically for individuals 
with BPD (Leichsenring, Liebling, Kruse, New & Leweke, 2011) that meet the 
recommendations outlined by NICE (NICE, 2016). These treatments differ from one 
another in their modality (i.e. cognitive-based, psychodynamic-based, and 
behavioural-based) as well as their practical application (individual or group therapy). 
Such specialised psychological treatments include Dialectical Behaviour Therapy 
(DBT; Linehan 1993), Transference-Focused Therapy (TFT; Clarkin, Yeomans & 
Kernbery, 2007), Mentalization-Based Therapy (MBT; Bateman & Fonagy, 2006), 
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Schema-Focused Therapy (SFT; Young, 1994) and Systems Training for Emotional 
Predictability and Problem Solving (STEPPS; Blum, Pfohl, St John, Monahan & Black, 
2002).  
Treatment Effectiveness and Non-Specific Treatment Factors 
In order to offer patients the best possible treatment, research has been 
conducted into the efficacy of these treatments. To date, there is no consistent 
evidence to suggest that any one of these specialised treatments is superior at treating 
BPD (Clarkin et al., 2007; Fonagy, Roth & Higgitt, 2005). Furthermore, treatments may 
only be moderately more effective than a well-structured general psychiatric treatment 
package (Bateman, 2012; McMain, Guimond, Streiner, Cardfish & Links, 2012).  
What is clear from the existing literature is that these treatments have all been 
shown in varying degrees to be effective at reducing self-harm and improving general 
psychiatric symptoms for these individuals (see Stoffers et al., 2012). This suggests 
that all of these treatments, irrespective of their treatment modality, include at least 
one effective component, if not more, that promotes significant change in 
symptomology (Livesley, 2012). In response to this emerging field of research, Livesley 
(2012) and Bateman (2012) argue for an integrative approach to the treatment of BPD 
that moves beyond using one treatment modality. The hope of such an endeavour 
would be the development of a better understanding of the common mechanisms of 
change, which could then be translated and incorporated into a carefully structured 
therapeutic package. Whilst this venture is still in its infancy, one common factor that 
has been focused on consistently within the literature is the centrality of the therapeutic 
alliance (Castonguay, Constantino, Boswell & Kraus, 2011; Wampold et al., 2011).  
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Therapeutic Alliance 
Therapeutic alliance is “incontrovertibly the most popular research element of the 
therapeutic relationship today” (Norcross, 2010, p. 210). The concept originated in 
psychoanalytic thinking about transference and countertransference (Sterba, 1934; 
Freud, 1936) within the dyadic relationship between therapist and patient. In the 
humanistic psychotherapy movement, a number of processes were highlighted as 
important aspects of the alliance, including therapist empathy and unconditional 
positive regard (Rogers, 1965), rapport (Anderson & Anderson, 1962) and the 
therapists perceived credibility as an expert (Orlinsky and Howard, 1975). Bordin 
(1979) conceptualised therapeutic alliance using a tripartite division: (1) agreement on 
the goals of treatment, (2) agreement on the tasks of treatment, and supporting these, 
(3) the development of a bond made between the therapist and client. The goals 
component is the basis for collaboration and refers to the extent to which the patient 
and therapist are in agreement about what they are working towards within therapy 
(Bordin, 1979). Pinsof and Caterall (1986) argue that the concept of goals is 
inextricably linked to the problems for which the patient is seeking help and that the 
resolution of these constitutes the primary goals for patients. The task component 
concerns the extent to which the methods and techniques of therapy are linked to “the 
patient’s sense of his difficulties and his wish to change” (Bordin, 1979, p. 254). In 
essence, this refers to the extent to which there is agreement about the way therapy 
is being conducted. The bonds component refers to the quality of the relationship 
between the therapist and patient and the patient’s perceptions of feeling cared about 
and accepted (Bordin, 1979) within the context of the therapy. 
 12	
	
Parallel to Bordin’s (1979) work, Lubursky (1984) and Hougard (1994) have both 
conceptualised and measured therapeutic alliance using a slightly different perspective 
(i.e. a bipartite approach). This highlights the problematic nature of attempting to define 
such an all-encompassing concept. Without a uniform definition (Fitzpatrick, Iwakabe 
& Stalikas, 2005; Hovarth, 2005) there are a number of conceptual and measurement 
challenges to be addressed within this field of research (see Elvins and Green 2008). 
One might argue that at present, the only consensus amongst researchers is that the 
therapeutic alliance is considered to be a summary term for a number of interpersonal 
processes which occur in treatment (Green, 2006) independent of the modality being 
used, and which forms a ‘common active ingredient’ (Frank & Frank, 1991). For the 
purpose of this research and the fact it has been well established in the literature, 
Bordin’s (1979) theoretical definition of the concept will be used as the framework for 
discussion. 
Therapeutic Alliance and BPD Treatments 
Individual Treatments. It has been posited that forming and maintaining 
therapeutic alliance may be more difficult for individuals diagnosed with BPD due the 
nature of their difficulties (Waldinger & Gunderson, 1984; Smith, Msetfi & Golding, 
2010). Research suggests that if individuals with BPD can form strong therapeutic 
alliance with their therapist, they are more likely to have greater symptom improvement 
(see Barnicott et al. 2012). When therapeutic alliance fails, these individuals tend to 
drop out of treatment (Muran, Safran, Samstag & Winston, 2005; Straus et al., 2006). 
This is consistent with a large body of literature that has found therapeutic alliance to 
be a strong predictor of treatment outcome across treatment modalities in the context 
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of individual therapy for many different mental health disorders (Horvarth & Greenberg, 
1994; Martin Garske & Davis, 2000; Orlinsky & Howard, 1986; Priebe, Richardson, 
Cooney, Adedeji, McCabe, 2011).  
Group Treatments. Given the new trend towards the use of group-based time-
limited treatments for BPD (Stoffers et al., 2012) it seems logical to consider how 
therapeutic alliance might manifest within these settings. Regrettably, there is even 
less clarity about how therapeutic alliance is defined within groups as a number of 
different terms have been used to explain very similar concepts, e.g. group cohesion, 
group climate, empathy, and therapeutic alliance (Johnson, Burlingame, Olsen, Davies 
& Gleave, 2005).  
The term most often cited is ‘group cohesion’, which has come to refer to 
concepts such as: a sense of bonding, a sense of working together toward common 
goals, engagement, mutual acceptance, support, identification and affiliation with the 
group (Marziali, Munroe-Blum & McCleary, 1997). Under close scrutiny, one might 
argue these overlap many of Bordin’s (1979) descriptions of therapeutic alliance within 
individual psychotherapy research, and as such cannot be clearly delineated from 
therapeutic alliance as a construct (Budman et al., 1989; Marziali et al., 1997). Indeed, 
reviews of these different concepts suggest they are highly related to one another and 
are theorized to facilitate the same functions within a group (Johnson et al., 2005). It 
is therefore possible that these highly correlated terms represent the therapeutic 
alliance formed across different relational levels that feature within a group paradigm 
(i.e. member-member, member-therapist, member-whole group). As there is no clear 
definition or current consensus within the literature about this, therapeutic alliance will 
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be used hence forth as the umbrella term, taking into consideration the possibility of 
additional group factors that may influence the alliance within group settings. 
Only one study has investigated therapeutic alliance in the context of a group 
treatment for BPD. Marziali, Munroe-Blum & McCleary (1999) using the Group Alliance 
Scale (Pinsof & Caterall, 1986) defined therapeutic alliance as the “patient’s 
perceptions of the therapists’ attitudes, feelings and behaviours toward the respondent 
as well as toward other group members” (Marziali et al., 1999, p. 430). One of the 
biggest limitations of this study was the fact that the author did not specify how 
respondents rated therapeutic alliance across the different relational levels in the 
group, a limitation true of a lot of literature in this area (see Burlingame, Fuhriman & 
Johnson, 2001) and only a few studies have examined more than one level at a time 
(Kipnes, Piper & Joyce, 2002; McCallum, Piper, Ogrodniczuk & Joyce, 2002). 
Methodological problems aside, Marziali et al. (1999) demonstrated that consistent 
with individual psychotherapy research, ‘group alliance’ was an important predictor of 
treatment outcome for individuals diagnosed with BPD. These results suggest that 
some interpersonal process within the group, has a significant impact on symptomatic 
improvements for these individuals. 
STEPPS Treatment for BPD 
Within the UK the three most widely available group treatments for BPD include 
DBT (Linehan, 1993), MBT (Bateman & Fonagy, 2006) and STEPPS (Blum et al., 
2008), the latter of which has been gaining popularity. Although STEPPS is a relatively 
new treatment, preliminary findings suggest that it results in significant improvements 
for individuals diagnosed with BPD across affective, cognitive and interpersonal 
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domains (Bos, van Wel, Appelo, Verbraak, 2010; Harvey, Black & Blum, 2010). Its 
advantage over the other two treatments is its brief nature, its low cost, and the fact it 
requires less resources to implement. 
STEPPS can be described as a skills-based manualised treatment programme 
delivered in a classroom format over 20 weeks (Blum et al., 2008a; please see 
Appendix 3 for further details). Within each session, the facilitators of the group guide 
members systematically through the treatment handbook. The topics covered as part 
of the training, include three distinct steps: (1) replacing misconceptions about BPD, 
(2) emotion management training and (3) behaviour management training. Whilst 
group members have opportunities to share experiences relevant to the skill being 
taught, boundaries are put in place to limit the scope of interactions between group 
members so that “the main goal of the meeting is not lost” (Blum et al. 2002). Thus, 
STEPPS focuses predominantly on skill acquisition as a mechanism through which 
patients can make symptom improvements rather than the interpersonal processes 
experienced by members of the group. In this respect, one might question whether or 
not the authors of the STEPPS manual (Blum, Bartels, St John & Pfohl, 2012) endorse 
therapeutic alliance as a helping feature of the treatment. As such, the lack of attention 
to interpersonal processes within the group might compromise the formation of 
therapeutic bonds which has been demonstrated to be an important feature of 
successful treatments. 
Study Rationale 
Whilst the preliminary outcomes for STEPPS look promising, to date, there has 
been no research that has investigated what individuals find helpful about the group. 
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One might expect that given the multitude of findings linking therapeutic alliance to 
outcome, that it does possibly feature, at least to some extent, in service users 
experience of the treatment. An exploration of this would therefore be helpful, as it may 
have important implications for how facilitators deliver this treatment package. 
Study Aims 
This study therefore aims to explore how, if at all, therapeutic alliance affected 
the experience of individuals attending the STEPPS group programme. As there is little 
research in this area, qualitative methods were chosen, as it afforded the opportunity 
to explore how service users interpreted their experiences of the group and the 
meaning they attributed to them (Merriam, 2009). 
Method 
Research Design 
This study employed a qualitative design utilising semi-structured face-to-face 
interviews.  
Recruitment, Sample and Participants 
Recruitment. A brief description and rationale of the study was sent out via email 
to clinical psychologists working in the adult directorate (age 18-65) across three 
mental health NHS Trusts (Appendix 4). After communicating with a number of 
different services, two mental health professionals working in two different NHS Trusts 
(Trust A and Trust B) agreed to collaborate with the study. Only two services within 
these Trusts had a STEPPS group scheduled to start and finish between September 
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2015 and March 2016, which was the timeframe available to collect data. Collaborators 
sought agreement from the facilitators running these two groups before they were 
contacted by the researcher to take part in the research.  
Sample. A purposive convenience sampling approach was used to recruit 
participants from these two groups (Group 1 and Group 2). A target number of 6-12 
participants was set for recruitment based on estimates of the number of participants 
required to cultivate meaningful themes and useful interpretations within a relatively 
homogenous sample (Guest, Bunce & Johnson, 2006). Across the two groups, 11 
service users provided contact details to the researcher and were subsequently 
contacted to arrange interviews.  
Participants. Of the 11 service users contacted, seven agreed to participate (6 
females and 1 male), 3 from Group 1 and 4 from Group 2. All participants completed 
the full treatment. All participants were aged between 18 to 54 years (M=33 yrs), 6 
were White-British, and 1 was White-Other. All participants were receiving treatment 
from secondary care services and had been referred to the STEPPS Group by the 
mental health professional coordinating their care. All participants had been given a 
diagnosis of BPD by their psychiatric team. Due to time constraints within this study it 
was not feasible to corroborate these diagnoses using structured clinical interviews. 
Instead, participants were asked to complete the McLean Screening Instrument for 
BPD (MSI-BPD; Zanarini et al., 2003). This instrument has demonstrated moderate 
diagnostic accuracy and 7 indicates the optimal cut-off for a BPD diagnosis within a 
community based sample (Patel, Sharp & Fonagy, 2011). All participants surpassed 
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this clinical cut-off (M=9.57) thus substantiating the presence of BPD symptomology in 
each participant. 
Treatment Model  
Both groups were organised according to the manualised approach outlined in 
the STEPPS UK Facilitator Materials Manual (Blum, et al., 2012). There were, 
however, some slight variations in respect to how the treatment was implemented 
between Group 1 and Group 2 (see Table 1). In Group 1, the three facilitators were 
women aged between 22 and 32 years (M=27 yrs) and there was a range of 
experience delivering STEPPS groups (2>2 yrs and 1<1 yr).  In Group 2, the three 
facilitators were also all women aged between 34 and 47 years (M=39 yrs) with a 
similar range of experience (1>2 yrs, 2>1yr). 
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Interview Schedule 
Face-to-face interviews were chosen as a method to gather data as they are well 
suited to the exploration of individuals’ experiences and are an appropriate format for 
discussing sensitive topics (Miles & Gilbert, 2005). A semi-structured interview was 
chosen for its flexibility, allowing for the natural development of ideas and the increased 
scope for building rapport and gaining richer data (Miles and Gilbert, 2005). Interviews 
were guided by an interview schedule, providing prompts for the researcher that helped 
to keep the conversation moving (Appendix 5). The questions were informed by a 
review of the relevant literature, and were developed in discussion with academic 
supervisors. The schedule covered four broad areas: 1) participants experience of the 
group, 2) their perceptions of the content of the group, 3) how helpful/unhelpful they 
found the group and 4) their experience of the relationships within the group. Careful 
attention was given to the wording of the questions to ensure they were open-ended 
and allowed participants the freedom to respond how they wished, as per the guidance 
provided in Smith & Osborn (2003).  
Procedure 
The facilitators were first asked if they agreed for the researcher to recruit 
participants from their groups. Once facilitators consent to this, as well as to provide 
demographic information about themselves, the researcher approached service users 
to take part in this study by attending one of the STEPPS sessions (Appendix 6, 7 and 
8). Service users were given an information sheet (Appendix 9) and a week to decide 
if they wanted to participate. Those willing to participate were asked to give written 
informed consent and provide demographic information (Appendix 10 & 11).  
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As indicated by their preference, contact was made with participants via email. 
All interviews were conducted in the last phase of the STEPPS treatment (i.e. between 
sessions 15-19) and were carried out between January 2016 and the end of March 
2016. They were conducted at the community sites where the participants attended 
the STEPPS sessions and were arranged at a date and time of their choosing. At the 
beginning of the interview the researcher confirmed participants consent to take part. 
Interviews ranged from 40 to 60 minutes and were audio recorded. The recordings 
were then transcribed verbatim for use within the data analysis. Participants were 
offered the opportunity to receive feedback via email once the study was complete. 
Ethical Considerations 
The study was sponsored by the University of Surrey Research Integrity and 
Governance Office and received favourable ethical opinion by the National Research 
and Ethics Committee of the NHS Health Research Authority [REC Ref.15/LO/0842] 
(Appendix 12). The study was further approved by Research and Development 
Departments for each of the NHS Trust’s governing Group 1 and Group 2 (Appendix 
13 & 14).  
Participants were reminded of their right to withdraw at any time, and that the 
researcher would break confidentiality if there were any safety concerns. To allow 
participants to feel comfortable sharing their personal experiences they were informed 
that any quotations used as part of the write up of this research would be anonymised 
by pseudonyms to ensure confidentiality and anonymity. 
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Information about the Researcher 
The researcher, a female in her late twenties, had prior experience working with 
patients with BPD. This experience included working within a private specialist 
inpatient therapeutic community for women with BPD using a DBT approach. This 
experience had shaped the researcher’s perceptions of group treatments and led to a 
keen interest in therapeutic alliance and its role in treatment outcome. The researcher 
had some subsequent but limited experience of the STEPPS treatment in clinical 
practice. Given the brief nature of the treatment and lack of attention given to group 
processes, the researcher had some scepticism about its effectiveness.  
Data Analysis 
Thematic analysis was chosen as a framework to analyse the data because of its 
emphasis on extracting patterned meanings across cases rather than idiographic 
meaning from each case (Braun & Clarke, 2016; DeSantis & Noel Ugarriza, 2000). 
This was also a pragmatic approach given that the interviews were conducted in a 
short period of time and analysis took place after all of the interviews were completed. 
Thematic analysis provides a rich and detailed, and yet complex, account of the data 
(Braun & Clarke, 2006) and unlike other qualitative methodology frameworks, it can be 
adopted within a wide range of theoretical frameworks (Clarke, Braun & Hayfield, 
2015).  
An inductive approach was taken such that a conscious effort was made on the 
part of the researcher to anchor the analysis primarily in the data. Acknowledgement 
was given to the impossibility of pure induction as analysis is always guided to some 
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extent by broad ontological and epistemological frameworks (Braun & Clarke, 2016). 
A critical realist perspective was adopted by the researcher, holding the assumption 
that whilst a true reality may exist, the participants’ and researcher’s perceptions of this 
reality have been shaped by their own life experiences, in addition to the influences 
within their wider social context (Bhaskar, 1989). As such, the analysis presented 
within this study reflects the co-construction of participants’ experiences of the 
STEPPS treatment in conjunction with the researchers own perceptions of this reality.  
The credibility of the analysis was enhanced by following the guidelines outlined 
in Yardley (2000) (see Appendix 15 for a more in-depth account of this). To gain a 
better awareness of, and familiarity with, the relevant literature and empirical work 
completed in this area, the researcher conducted a literature review into the concept 
of therapeutic alliance and the nature of BPD. A prolonged 2-year engagement with 
the topics under investigation and intensive emersion into the data itself increased the 
researcher’s commitment to the research. To ensure a rigorous and transparent 
analysis of the data, Braun & Clarke’s (2006) six step approach was utilised: 1) 
familiarisation with the data, 2) generating initial codes, 3) searching for themes, 4) 
reviewing themes, 5) defining and naming themes, and 6) producing the report (see in 
Appendix 16 for a detailed breakdown of how these steps were followed in this study). 
This ensured transparency and credibility by grounding the analytic statements clearly 
in the data and an audit trail was recorded from the first point of data collection until 
the themes were finally determined (Appendix 17). The initial codes and emerging 
themes were discussed with both research supervisors throughout the analysis and 
differing interpretations of the data were debated, reflected upon and refined. A 
position of reflexivity was adopted by using a reflexive research diary (Blaxter, Hughes 
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& Tight, 2001). This provided the researcher with an opportunity to consider her own 
assumptions and views of this treatment, as well as the research strategies implored 
to investigate it, and how this may have influenced engagement with participants and 
the interpretation of the themes that emerged within the analysis (Appendix 18).		
Results 
Three major themes were identified from the analysis, each with their own 
respective sub-themes. These themes were connected to many of the concepts 
associated with therapeutic alliance, namely the goals, tasks and bonds of therapy 
(Bordin, 1979). They also reflected a temporal process as individuals made their 
journey through the treatment programme and each theme appeared to reinforce 
preceding ones (a thematic map highlights these interactions in Figure 1). The first 
major theme, (1) ‘A process of identification and feeling understood’ included four 
sub-themes: (1.1.) ‘Identifying with their diagnosis’, (1.2.) ‘Identifying with the STEPPS 
material’, (1.3.) ‘Peers really “get me”’, and (1.4.) ‘The peer-facilitator gap in 
understanding’. This theme characterised the initial stages of the group when 
participants attempted to make sense of their difficulties within the context of the group. 
Participants described striving for a connection with both the material, their peers, and 
the facilitators, all of which seemed to foster feeling understood. The second theme, 
(2) ‘Building camaraderie’ consisted of three sub-themes (2.1) ‘Working together and 
repairing ruptures’, (2.2.) ‘Supporting each other on a shared journey’ and (2.3.) 
‘Having a laugh’. Over time as the group developed, participants described the 
collaborative endeavour of the work and a sense of community formed as a result of 
helping one another. A relaxed environment was created that seemed to increase 
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engagement amongst group members and reinforced the connections made with each 
other earlier in the group. The final theme (3) ‘Recognising positive change’ 
emerged in the later stages of the group and consisted of three sub-themes: (3.1) 
‘Building ‘Self-awareness’, (3.2.) ‘Skill mastery’ and (3.3.) ‘From a position of 
scepticism to a position of realistic hope’. This theme captured the change participants 
noticed within themselves. This appeared to enhance the relevance of the content of 
the treatment, as well as the bonds they had made with other members of the group, 
both of which emerged as key elements of their treatment experience.  
To get a better understanding of this process, each theme will now be examined 
in further detail. Direct quotations will be used to illustrate the themes, and for ease of 
reference, pseudonyms and group numbers will be used to refer to each participant. 
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1. A Process of Identification and Feeling Understood 
In the initial stages of the STEPPS treatment, participants described making 
attempts to relate to the different elements of the group, in the hope of feeling more 
understood.  
1.1. Identifying with their diagnosis. Participants described being able to 
identify with their difficulties in a way they had not been able to before. Most 
participants described feeling confused about what was ‘wrong’ with them prior to 
starting the programme and many were newly diagnosed with BPD. This seemed to 
bring relief, finally receiving a diagnosis that accurately described and legitimized their 
difficulties: 
“I was only diagnosed in June last year, so I am pretty new to knowing what's 
wrong with me.” (Danni, 1) 
“Having it labelled as if you like, having it identified, just made me feel so much 
better in myself because I didn't feel as if I was just crazy.” (Mary, 2)  
Learning about BPD seemed to be a catalyst for participants gaining a better 
understanding of their difficulties, which helped participants to accept the rationale for 
the treatment and instilled hope that it would help: 
“Where I have been able to understand it more and to actually put words on my 
illness, to actually say look this here is what I am experiencing, whereas before I 
wouldn't be able to explain it to someone, but even being able to explain it to myself 
is beneficial, to be able to say why I’m feeling this, so that means this can help 
me.” (Sarah, 2) 
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1.2. Identifying with the STEPPS material. Participants also reflected on their 
relationship with the broader STEPPS material as they continued through the 
treatment. A couple of participants described their initial scepticism about the topics 
planned and there was a general consensus that not all of the topics were relevant to 
all group members. For some, this initial scepticism was proved unfounded and they 
went on to find those topics useful. For most, this was not the case, although they 
seemed to be able to move past this issue and focus on the material that was more 
helpful for them:  
“Not everything is suitable for everybody we know that, I could pick out bits that I 
was like 'oh yes that's going to be really helpful' and some others maybe not, but 
the bits that were helpful really sort of…. can focus my mind on it.” (Mary, 2)  
The personal anecdotes written about real experiences of living with BPD were 
described as particularly helpful. This seemed to help participants link their difficulties 
to the diagnosis, further validating its authenticity as a credible disorder: 
“We would read something that would have a story about somebody and they have 
written down what they feel the illness is and how it has affected them. It was 
reading those things that was like, ‘Oh wow ok. I actually ticked all of those boxes’ 
and I think that was quite good.” (Becky, 2) 
1.3. Peers definitely “get me”. As the treatment progressed, and participants 
developed a language through which to describe their difficulties, the group members 
started to open up and share their personal experiences. Participants appeared to 
crave commonality and as such engaged in a process of comparing and contrasting 
the ways in which their experiences were similar. For the majority, sharing the same 
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symptoms (i.e. emotional intensity problems) appeared to be the most important 
commonality. As a consequence of these interactions, participants found themselves 
relating to one another, which facilitated mutual understanding and bonding: 
“It is interesting to see that we have all got everything in common, you know, we 
have all got the same illness, we all have the same issues.” (Alison, 1)  
“Wow, what a relief, at last someone understands me.” (Mary, 2) 
The fact this process was important to participants, is perhaps not surprising given the 
fact most felt misunderstood by significant people in their lives:  
“I have got friends and that out of…that haven’t got borderline and they haven’t got 
a clue, they just don’t get it.” (Danni, 1) 
“It’s like walking out to a world of aliens that haven’t got a clue.” (Alison, 1)  
It is important to note, sharing the same diagnosis was not enough to facilitate 
understanding for all individuals. One participant felt disconnected from her peers 
because none of them shared the experience of being a mother: 
“I am like the singled out one … I don’t think they intend to make me feel like that 
but I feel like that …. none of them with children … I had nothing in common with 
them.” (Linda, 1) 
1.4. The peer-facilitator gap in understanding. Whilst most participants were 
readily convinced that their peers understood them, they all seemed more cynical 
about the ability of the facilitators to understand:  
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“How can they understand? They don't have it [BPD].” (Sarah, 2)  
“Knowing it [BPD] theoretically and knowing as in you have gone through it, there 
is a difference.” (Linda, 1) 
The fact that one of the facilitators (an ex-client) had both lived experience of BPD 
and knowledge about it, appeared to make her the most revered of all the members 
of the group. This further demonstrates the importance of sharing commonalities as a 
way of facilitating bonds between group members: 
“[Facilitator 3] was really good ‘cos she had BPD …. you could relate to her, so 
that was really good that she understood and she helped people understand.” 
(Michael, 2) 
Facilitators seemed to be required by participants to make more explicit and 
concerted efforts to demonstrate their understanding. Having experience and 
demonstrating a good working knowledge of BPD seemed to help. All participants 
described better relationships with the facilitators who contributed this knowledge more 
meaningfully to discussions. This was further enhanced when facilitators were willing 
to impart personal anecdote as well: 
“I am not saying I need them to understand, but I need them to try to understand.” 
(Linda, 1) 
“They have obviously done it before, I think they do know, I think they are the expert 
in it …. because they have dealt with quite a few people with the illness …. they 
learnt the real side of it .… with the people with” (Alison, 1) 
“I think the difference with her [Facilitator 1] is that she's able to give you, not only 
insight into her life, but she will say, ‘Oh well that has happened to me’, she won't 
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go into detail, but she will let you know that you are not alone in feeling something.” 
(Becky, 2) 
2. Building Camaraderie 
As a result of sharing personal experiences and feeling understood, participants 
portrayed a growing sense of kinship within the group. All group members, including 
facilitators, appeared to benefit from this unity as they worked together on a shared 
journey:  
“It’s like a team isn’t it. It’s team work.” (Alison, 1) 
2.1. Supporting each other on a shared journey. The supportive nature of 
these relationships was specifically highlighted as a feature of this camaraderie. 
Participants described forming bonds and feeling comfortable with each other which 
increased engagement and commitment to see the treatment through:  
 “Everyone got along very well, you share whatever, whatever you want to share, 
it was very supportive, definitely.” (Michael, 2) 
“I don't just look forward to learning whatever new skill is going to be this week, or 
what have you, I look forward to seeing the rest of the girls …. I think we sort of 
push each other on as well which is good, we all say come on we are doing well, 
keep going, we should be proud of ourselves.” (Danni, 1) 
This camaraderie was surprising given the fact most participants were initially 
sceptical and apprehensive about attending a group treatment. This seemed to reflect 
an initial anxiety about whether they would get on with one another:  
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“When they said you are going to group I was like, ‘Oh God, why can't it just be 
one on one’.” (Alison, 1)  
“Were they going to like me [group members], what they would think of me.” (Linda, 
1) 
Most participants overcame their initial anxieties relatively quickly and in one of 
the groups, participants described forming good working relationships almost straight 
away: 
“It got to the second week and that was it, we were all best buddies.” (Danni, 1)  
In the other group, which started out much larger in size, it seemed to take the group 
members longer to form bonds and feel comfortable with one another. This appeared 
to reflect anxiety about being in a large group of people and the uncertainty 
surrounding whether people would stay or leave the group.  
“Around about sort of week 8, 9 they had all gone apart from 7…. I think the biggest 
change was when we settled on the group that we have now, that's, all the other 
uncertainty of are they going are they not, whether you feel comfortable with them 
[the members that had left].” (Mary, 2) 
Participants also described reciprocity as an important component of their 
relational experiences. Taking turns to share personal stories seemed to result in 
participants feeling increasingly more comfortable taking risks opening up with one 
another. This was helped by the non-judgemental stance taken by other group 
members and having empathy for one another:  
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“I felt comfortable sharing my story because they had shared theirs, and there is 
like a trust there.” (Alison, 1)  
“We can say anything we want to say, we know that we won't be judged.” (Michael, 
2)  
“We have got a lot of empathy for each other.”(Linda, 1) 
Although participants were attending the treatment for their own personal benefit, 
they also took advantage of opportunities to help one another. A culture was created, 
whereby, in addition to learning from the STEPPS handbook, they were also learning 
from one another. This community spirit improved the bonds formed within the group, 
as well as offered opportunities for participants to develop a sense of competence in 
their skills:  
“It’s more productive than it is going to psychotherapy on a one to one, talking to 
somebody because when you have got everybody in group, I am actually thinking 
about what they are doing, ‘cos they are doing the same as me, but hearing it from 
them I am actually thinking ‘Oh why are you doing that’, ‘Oh yes, why are you 
feeling like that’, and I have a solution for them, so then I can start thinking of a 
solution for myself.” (Alison, 1) 
Facilitators’ contributions to this process were also recognised as helpful. What 
they offered that peers did not, was a sense of context and validation. This was 
appreciated by most participants in both groups: 
“You have got to respect that these people [facilitators] are trying to understand 
and trying to help you go through what these packs are saying and stuff and for 
that you have got to have respect for them.” (Sarah, 2) 
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“They [facilitators] make us feel that, you know what, it’s not totally crazy ...” (Alison, 
1) 
2.2. Working together and repairing ruptures. On the whole, participant’s 
perceptions of people within the group were largely positive. As one might expect in 
any group, there were still some ruptures that emerged. This was tended to relate to 
facilitator’s decision-making about how the sessions were organised. Specifically, 
some participants commented on the lack of collaboration within sessions: 
“To start with the STEPPS group was very rigid. It was at this time, we do this, we 
do that and I felt like I was at school, and I don't do that sort of thing very well at 
that sort of thing.” (Mary, 2) 
Managing a group of individuals that have diverse preferences, is a difficult task 
for facilitators. Some participants appreciated the structured nature of the sessions and 
wanted the facilitators to keep it on track, whilst others wanted the opportunity to talk 
more and felt dismissed by the facilitators when they moved the session on:  
“I feel bad for [facilitator 1] and [facilitator 2], bless their hearts. I told them before, 
you want to carry on with the lesson, but she just doesn’t know how to say ‘Stop 
talking’, they are not proper teachers.” (Linda, 1) 
“Why am I bothering to say something ‘cos I know she [facilitator] is going to not 
respond or she is just going to change the subject and yesterday she cut me off 
quite a few times and I said it afterwards and everyone was like, yeah I know.” 
(Becky, 2) 
These incidents led to ruptures within group relationships and had an impact on 
participant’s experience of the treatment. These seemed to either result in group 
members withdrawing slightly from discussions or directly confronting the facilitators 
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on these issues. In one of the groups, an argument ensued between the group 
members and the facilitators. As a consequence, group members rallied together to 
support one another, thus increasing the strength of their bond. Once this rupture was 
repaired by the group, it also fostered future collaborative working between facilitators 
and members of the group:   
“[Facilitator] was very good, she just kept cool, even though I was launching this 
attack and afterwards I actually felt that this had actually been good for me.” (Mary, 
2) 
“We kind of forged a bit of allegiance at that point …. We all started looking out for 
one another.” (Becky, 2)  
“They [facilitators] helped us to kind of come to a decision together on how we 
wanted to proceed, so they were willing to kind of adapt and change things where 
we felt we wanted it.” (Sarah, 2).  
2.3. Having a laugh. In addition to the supportive nature of the relationships, and 
the ability of the group to tackle conflict and serious issues, participants reported being 
able to have a laugh with one another. This appeared to increase positive experiences 
within the group and the resultant informality helped to create a relaxing atmosphere 
in which to work on their personal difficulties. Sharing the same sense of humour 
seemed to help cement the bonds they had formed. All participants described looking 
forward to attending sessions: 
 “We all cheer each other up, if we have had a crap week, you can guarantee you 
will come here and this definitely perk you up …. We joke around and whatever, 
so to me it’s such a nice... I look forward to coming.” (Danni, 1) 
 34	
	
3. Recognising Positive Change 
Through the process of identifying with one another and forming relationships 
within which participants could explore and test out new ideas and skills, they all 
noticed a positive change within themselves as a result of attending the STEPPs 
programme.  
“Everyone was saying yesterday that they have noticed a change in each other” 
(Becky, 2) 
3.1. Increased self-awareness. One of the positive changes that most 
participants described was having an increased awareness of their emotional intensity 
levels and a new ability to monitor their difficult feelings:  
“There have been times when I just always, all day and every day, apart from when 
I was asleep, I was in a 4 or 5.” (Mary, 2) 
 “Now I totally understand intensity and where I am …. I can see it moving in my 
head. Before I didn't understand what it was.” (Alison, 1)  
Participants also all described having a better awareness of their thoughts and 
found it particularly helpful to learn about their ‘filters’ (beliefs derived from experiences 
in earlier life) and how these have come to shape their perceptions of people and 
situations: 
“I know why I expect my husband to be like smart and spotless clean all the time, 
because I have got an unrelenting standard. I know why I always think I got to do 
100% at work because it is unrelenting standards.” (Alison, 1) 
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 3.2. Mastering skills. These group members also valued the opportunity to 
learn new skills to manage their difficult feelings. Most participants acknowledged the 
effectiveness of these new skills, particularly distancing, distraction and 
communication. There seemed to be a point in the treatment where the material 
started to ‘click’. Whilst the timing of this varied from individual to individual, it 
demonstrated that all participants were able to engage with the tasks of treatment and 
were in agreement that they were useful skills to learn. After encouragement to 
practice these skills they also seemed to become easier and more automatic to use:  
“I think it is learning the skills …. when you can feel an intense episode coming on, 
you've got to distance, communicate and distract and all that kind of thing.  It is set 
out quite well in which bits they do first, because it is kind of you learn the skills 
first, and then tackle the problems.” (Sarah, 2) 
“I would sit there and spend 10 minutes trying to do that sort of thing, whilst feeling 
shit and not being able to do it, but the more and more and more and more I did it, 
now …. I just stop, let it all in and go ahead with it.” (Michael, 2) 
These new helpful strategies likely reinforced the idea to participants that 
emotional intensity difficulties were a core part of their disorder. This likely fostered 
group members to further identify with the content of the treatment and with other 
group members. 
3.3. From a position of scepticism to a position of realistic hope. Whilst all 
participants described a positive experience towards the end of the group, this is in 
stark contrast to how they described feeling at the beginning. Most participants 
recounted feeling stuck and sceptical that STEPPS would make any difference to their 
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life. What seemed to facilitate the transition from this position to a more realistic and 
hopeful outlook, was noticing the positive changes they had made attributed to 
attending the group:  
 “I didn't think it could be like this, I thought it was just going to be a bit of talking 
and then I would go out and still feel as confused as I felt before …. well actually 
now I don't, I know what is wrong and I know why it's wrong, I know why I do what 
I do, so I can start making changes. It doesn't have to be like that.” (Alison, 1) 
In conclusion, the extent to which participants were able to relate to the content 
of the group and with each other, seemed to facilitate supportive relationships. These 
relationships created a supportive environment in which group members were able to 
test out and use new skills that helped them to cope with living with BPD. As a 
consequence, participants described a more positive outlook as they moved on from 
the treatment and looked to the future. 
Discussion 
The aim of this study was to explore how therapeutic alliance, if at all, affected 
the experiences of individuals attending a STEPPS treatment programme. An inductive 
approach was taken to this research and three main themes were identified in the data: 
(1) A process of identification and feeling understood, (2) Building camaraderie, and 
(3) Recognising positive change. All of these mapped onto the components of 
therapeutic alliance. 
As a result of attending the group, participants described positive changes that 
included developing a better awareness of the intensity of their emotions and acquiring 
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new skills to help manage them. Participants described going through a journey 
consisting of a series of processes that contributed to this positive change. The content 
of the group helped service users to gain a better understanding of their difficulties and 
ways to cope living with them. Offering this treatment within a group format gave 
service users the opportunity to relate to and connect with other individuals who also 
have similar experiences. This seemed to be a particularly valued part of their 
experience, pertinent since they often felt misunderstood by other people within their 
lives. Over time a sense of camaraderie built within the group, embodying a sense of 
community and solidarity which appeared to foster mutual engagement with the 
treatment and increased commitment to see it through to the end.  
In summary, two key elements of the group were identified by the researcher as 
facilitating positive change for the service users: the material content of the sessions, 
and the importance of the relationships formed within it. These elements will now be 
discussed in relation to the themes identified within the analysis, drawing on the 
existing therapeutic alliance literature.		
The Content of the STEPPS Treatment  
What participants described as particularly helpful about the group was the 
accessible information explaining BPD as a disorder. Using real-life accurate accounts 
of what it is like to live with these difficulties helped to give the material credibility, 
allowing participants to identify with the material. Having opportunities to discuss this 
within the group created mutual understanding and this was cited as an important 
element of their experience within the early stages of treatment. From the handbooks 
and discussions, the group members formed a common language to describe their 
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difficulties, akin to what Koole and Tschachter (2016) term “the development of shared 
mental representations of meanings” (p. 7). One might argue that developing a 
common language to frame difficulties, is essential within any treatment to achieve 
agreement on the goal and task related components of the therapeutic alliance (Bordin, 
1979; Pinsof & Caterall, 1986).  
Having space within the group to understand BPD, seemed to help participants’ 
have a positive experience of receiving this diagnosis. This is in contrast to other 
research suggesting being diagnosed can have more negative connotations 
(Chapman and Gratz, 2013; Honos-Webb & Leitner, 2001; Rivera-Segarra, Rivera, 
Lopez-Soto, Crespo-Ramos & Marques-Reyes, 2014). This is not surprising given the 
term BPD is commonly referred to by mental health professionals, as being difficult, 
annoying, manipulative, and ‘bad’ not ‘ill’ (Rivera-Segarra et al., 2014; Ross & Goldner, 
2009; Woollaston & Hixenbaugh, 2008). As BPD was portrayed in less pejorative terms 
within STEPPS, it perhaps allowed for a more compassionate view of the disorder. 
This formulation-based approach (Division of Clinical Psychology, 2011) also helped 
group members to realise that on some level their difficulties “all make sense” (Butler, 
1998, p.2). As such, participants described having their problems legitimised and 
validated, a good basis from which therapeutic bonds can develop. Nezu, Nezu and 
Colosimo (2015) would also argue this process reinforces the rationale for the 
treatment approach and can also increase motivation to engage.   
Whilst these initial experiences set up an encouraging perception of the STEPPS 
content, participants did not hold a favourable opinion for all of the material covered. 
Some group members acknowledged that the topics sometimes lacked relevance to 
 39	
	
their personal experiences. One might argue that as a manualised treatment, STEPPS 
is limited by its prescribed approach (Addis, Wade & Hatgis, 1999; Dobson & Shaw, 
1988; Henry, 1998). Just because the group members share the same diagnostic label, 
does not mean a one-size-fits-all treatment package can meet the needs of everyone. 
In spite of this, the content seemed to speak enough to each group member to keep 
them engaged in sessions and participants were able to focus their attention on the 
content they deemed pertinent to them.  
This manualised approach also determined how the material was structured and 
placed restrictions on the way group sessions were organised. For some, this was a 
frustrating experience. Bordin (1994) maintained that one of the key elements of a 
strong therapeutic alliance is the collaborative negotiation of the tasks of therapy, 
which one might argue is limited within the STEPPS treatment compared with more 
process-oriented approaches (e.g. client-centred therapy; Rogers, 2012). The fact this 
did not upset all participants is a reminder that different service users have different 
preferences for how the tasks of therapy are arranged. For some, having a set structure 
may help increase feelings of containment. For others, it might leave them feeling 
disempowered. As Eubanks-Carter, Burckell and Goldfried (2010) point out, manuals 
and guidelines for treatments can be a useful tool, but it helps to apply them flexibly 
and to allow scope for the therapist to tailor the treatment to the service user’s needs. 
Indeed within group contexts, agreement goes beyond just this dyadic relationship and 
also requires different members of the group to agree. Using a collaborative approach 
would therefore incorporate the preferences of the group which will engender stronger 
therapeutic alliance (Bordin, 1994). 
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Despite these restrictions on the content, all participants were able to gain 
something useful from the material. For some, the handbook offered a guide to steer 
discussions, for others, it offered the opportunity to learn new information. What these 
diverse experiences demonstrate is that the tasks of therapy were received positively 
enough to build therapeutic alliance, which helped them to engage service users with 
the treatment process (Bordin, 1979).  
The Importance of the Therapeutic Relationships 
Whilst the authors might emphasize the cognitive-behavioural techniques on 
which this treatment is based (i.e. skills training), the relational experiences described 
by participants was also clearly an important part of their experience. These 
relationships were a revelation for some individuals, not least because most were very 
reluctant to join the group in the first place. It would seem part of what these 
participants were seeking from treatment was the opportunity to build relationships in 
which they felt understood. One of the central elements of the therapeutic bond is the 
capacity for empathy (Rogers, 1975). For participants, empathy reflected the 
competence of other group members to understand their individual experiences, 
perspectives and feelings (Coulehan, Platt, Egener et al., 2001). By focusing 
discussions on BPD and the ways that group members were alike, the group 
developed a sense of connectedness. Whilst the content of the group may have helped 
this, it was the opportunities to share and discuss personal experiences that seemed 
to help bring this alive. Service users, perhaps for the first time in their lives, realised 
they were not alone in experiencing these types of problems. This is consistent with 
research showing that one of the primary reasons service users enter therapy groups, 
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is to meet others with the same difficulties, with whom they share common ground 
(Swift, Callahan, Ivanovic & Kominiak, 2013). As a result of these processes, 
supportive relationships were formed between group members that engendered 
compassion, authenticity, genuineness, and empathy (Bordin, 1979; Pinsof & Caterall, 
1986; Rogers, 1961). The fact group members described having such a laugh with one 
another, further demonstrates how at ease they felt within the group environment and 
the quality of the bonds formed. 
These relationships seemed to form according to two different trajectories. In one 
group, these formed relatively early in the treatment (Group 1), and in the other group 
they formed within the later stages (Group 2). Whilst research has helped to map out 
therapeutic alliance trajectories in individual therapy (Kivlighan & Shaughnessy, 2000), 
little is known about this within the group context. Marziali et al. (1999) postulated from 
their findings, that therapeutic alliance might not solidify until a later point in group 
treatments when compared with individual therapy. This is consistent with the accounts 
described by members in Group 2 who described forming closer bonds after the half-
way point of the programme. Participants in Group 1, however, appeared to form 
stronger therapeutic relationships much earlier in the treatment. These observed 
differences may partially be explained by the impact of group size. Considering Group 
2 started with twice as many people, it is possible that this affected the capacity to build 
therapeutic alliance, as there would be less time available to get to know one another 
on a more personal level. One might argue that it also placed a greater strain on the 
facilitators of the group, who would have had to coordinate and manage a larger 
number of group members thus posing a greater likelihood for alliance ruptures. 
Marziali et al. (1999) did not report dropout rates within their study, so it is not possible 
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to corroborate this hypothesis within the existing literature. Regardless of the trajectory, 
all participants described supportive relationships by the later stages of the treatment.  
As sharing the same diagnosis was a key part of this experience, the quality of 
the relationship between the group members and the facilitators appeared different. 
With the exception of one (the ex-service user), facilitators were deemed to have a 
lesser capacity for understanding. Facilitators appeared to be able to make up for this 
shortfall by demonstrating their knowledge of BPD and their expertise in STEPPS. 
Participants valued therapist qualities including openness, personability, and a 
willingness to share some of their own experiences to the group. Rogers (1961) and 
Jourard (1971) argued that therapist self-disclosure can be an important part of the 
therapeutic alliance as it provides opportunities to convey genuineness, empathy and 
positive regard. It can also have a positive effect on the power dynamics within the 
group (Mahalik, Van Ormer & Simi, 2000).  
Whilst the relationships were described by participants as largely positive, there 
were evidence of some ruptures in the therapeutic alliance between group members. 
Samstag, Muran and Safran (2004) would describe these as inescapable and 
unavoidable events within any collaborative endeavour. In this context, most ruptures 
occurred as a result of the service user disagreeing with either the facilitator’s decision-
making or their approach. These findings are consistent with Safran, Muran and 
Eubank-Carter (2011), who highlight that confrontations often occur as the result of a 
breakdown in collaboration. One might argue that the facilitators within these groups 
are given a challenging task; not only do they have to adhere to the treatment manual 
and cover the content of the session plans, they also have to attend to the potentially 
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diverse needs of the group members. All of these tasks also have to take place within 
a restricted time frame. The fact that these ruptures were repaired successfully, 
suggests that the bonds which developed between all members of the group, including 
the facilitators, were strong enough to withstand this conflict. Safran and Muran (2005) 
would argue this is at the “heart of the change process” (p. 406). A sense of 
camaraderie was built on the basis of these good therapeutic relationships and 
seemed to provide group members with a secure base from which they could explore 
their difficulties.  
In summary, these findings, suggest that the therapeutic alliance did appear to 
affect the experiences of individuals attending the STEPPs treatment. Specific within 
this process was the supportive nature of the relationships formed as well as the 
structure and content of the group, which helped to foster a therapeutic environment 
in which participants could test out new ways of coping.  
Study Limitations 
Whilst this study was helpful in advancing the understanding of therapeutic 
alliance within the STEPPS treatment, it was not without limitations. Due to the reduced 
number of STEPPS groups running during the data collection time frame, only seven 
participants took part in this study. A slightly higher number would have been 
preferable to better capture the diversity of experiences existing within the groups. In 
addition to this, half of the group members declined to participate, and those that were 
interviewed all completed the treatment. It is therefore unknown whether the group 
members who dropped out of treatment or who declined to take part had a different 
experience of the group and perhaps therapeutic alliance, thus questioning the 
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transferability of these findings.  Another potential limitation was the fact that 
participants were recruited from two separate groups across two services. Whilst this 
had its advantages in terms of richness in data, there may have been variations in the 
way the groups were facilitated, beyond what was known to the researcher. Another 
limitation was that participants were asked for retrospective accounts. Given the 
dynamic nature of therapeutic alliance, it may have been more informative to repeat 
interviews at various stages of the group, to get a more accurate reflection of their 
journey through the treatment. The lack of patient and public involvement also limits 
this research. Whilst the researcher had some knowledge relevant to this area of 
investigation, consulting with service users diagnosed with BPD prior to the studies 
development could have increased the validity of the questions asked within the 
interview. The external consistency of these findings could have also been enhanced 
by the use of participants checking that the themes and sub-themes conformed to their 
experiences (Esmaeili, Cheraghi & Salsali, 2014). Having one analyst, however, did 
increase the internal consistency of the analysis (Kidd & Parshall, 2000). The final 
limitation of this study relates to the lack of clarity surrounding what constitutes 
therapeutic alliance. Because this concept has yet to be clearly delineated and defined 
within group treatments, the conclusions drawn from this work are only based on the 
researcher’s speculations. 
Future Research 
What this study has added to the literature is that therapeutic alliance seems to 
play a key role in these service users’ experiences of the group. As such, this warrants 
further investigation. The use of psychometric measurements of therapeutic alliance 
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might be the logical next step. As service users are well accustomed to filling out 
questionnaires within sessions, a larger sample size would be obtainable, which would 
help to confirm and generalise the present findings. Furthermore, such a method could 
capture the experiences of those who remained in treatment, but who declined to be 
interviewed. Multiple measurements could also be taken, which could help to clarify 
how therapeutic alliance is experienced across different relational levels, taken from 
the service users’ and facilitators’ perspectives. Another important area of future 
research would be to capture the experiences of the group members who prematurely 
dropped out of the treatment. Research has consistently shown that a fragile 
therapeutic alliance is associated with drop-out (Gunderson, Najavits, Leonhard, 
Sullivan & Sabo, 1997; Spinhoven, Gieson-Bloo, van Dyck, Kooiman & Arntz., 2007; 
Wnuk et al., 2013), and it would be interesting to better understand the characteristics 
of those who stay and those who drop-out within this context. Furthermore, it is 
acknowledged that all but one participant and all facilitators included within this study 
were female. Further research would also benefit from exploring the role gender plays 
in therapeutic alliance formation.  
Clinical Implications  
Based on the accounts of service users interviewed within this study, agreement 
on the goals, tasks and the bonds formed between group members, are potentially 
important components of the treatment. This may have important implications for the 
way facilitators deliver the STEPPS programme. Whilst it is important to maintain 
treatment adherence, based on these findings, facilitators would be ill-advised to focus 
rigidly on the tasks of the treatment at the expense of the therapeutic bonds. What 
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service users outlined as important to them, was having the opportunity to share their 
experiences with people who could demonstrate the capacity to listen, empathise, 
understand and support. These qualities may form the foundation on which group 
members can engage meaningfully with the content of the treatment. As these findings 
are only based on the accounts of seven participants, interpreted through the eyes of 
one researcher, further research is required to see whether they are consistent with 
the experiences of other service user’s attending the STEPPS programme. What these 
preliminary findings indicate, however, is that if facilitators pay attention to and foster 
a strong therapeutic alliance between group members, it may lead to greater 
symptomatic improvement for individuals diagnosed with BPD, as it has been found 
within other treatments (Barnicot et al., 2012).   
Conclusions 
In summary, this study was able to explore the accounts of seven individuals 
diagnosed with BPD and their experience of the therapeutic alliance within the 
STEPPS treatment. Therapeutic alliance did feature within this context and was built 
through participants building a connection with the material, their peers, and the 
facilitators, all of which seemed to foster feeling understood. The supportive 
relationships that formed as part of their experience helped them to engage and 
commit to the treatment programme. One of the advantages of utilising qualitative 
methodology was it allowed the freedom to explore how real people experienced these 
real therapeutic processes in a more naturalistic way. What this study demonstrated 
was that despite STEPPS being a classroom based manualised psychoeducational 
treatment package, for these service users, the relational components of the 
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therapeutic alliance featured as an important mechanism through which these service 
users were able to make positive changes. Further research in this area would be 
beneficial to those invested in making treatments for BPD as effective as possible. 
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Appendix 1 – The Diagnostic Criteria for Borderline Personality Disorder. 
DSM-V Criteria © 2012 American Psychiatric Association. All Rights Reserved 
The essential features of a personality disorder are impairments in personality (self and interpersonal) 
functioning and the presence of pathological personality traits. To diagnose borderline personality 
disorder, the following criteria must be met:  
 
A. Significant impairments in personality functioning manifest by:  
1. Impairments in self functioning (a or b):  
a. Identity: Markedly impoverished, poorly developed, or unstable self-image, often 
associated with excessive self-criticism; chronic feelings of emptiness; dissociative states 
under stress.  
b. Self-direction: Instability in goals, aspirations, values, or career plans.  
AND 
2. Impairments in interpersonal functioning (a or b): 
 a. Empathy: Compromised ability to recognize the feelings and needs of others associated 
with interpersonal hypersensitivity (i.e., prone to feel slighted or insulted); perceptions of 
others selectively biased toward negative attributes or vulnerabilities.  
b. Intimacy: Intense, unstable, and conflicted close relationships, marked by mistrust, 
neediness, and anxious preoccupation with real or imagined abandonment; close 
relationships often viewed in extremes of idealization and devaluation and alternating 
between over involvement and withdrawal. 
B. Pathological personality traits in the following domains:  
1. Negative Affectivity, characterized by:  
a. Emotional liability: Unstable emotional experiences and frequent mood changes; 
emotions that are easily aroused, intense, and/or out of proportion to events and 
circumstances.  
b. Anxiousness: Intense feelings of nervousness, tenseness, or panic, often in reaction to 
interpersonal stresses; worry about the negative effects of past unpleasant experiences 
and future negative possibilities; feeling fearful, apprehensive, or threatened by 
uncertainty; fears of falling apart or losing control.  
c. Separation insecurity: Fears of rejection by – and/or separation from – significant others, 
associated with fears of excessive dependency and complete loss of autonomy.  
d. Depressivity: Frequent feelings of being down, miserable, and/or hopeless; difficulty 
recovering from such moods; pessimism about the future; pervasive shame; feeling of 
inferior self-worth; thoughts of suicide and suicidal behaviour. 
2. Disinhibition, characterized by:  
a. Impulsivity: Acting on the spur of the moment in response to immediate stimuli; acting on 
a momentary basis without a plan or consideration of outcomes; difficulty establishing or 
following plans; a sense of urgency and self-harming behaviour under emotional distress.  
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b. Risk taking: Engagement in dangerous, risky, and potentially self-damaging activities, 
unnecessarily and without regard to consequences; lack of concern for one’s limitations 
and denial of the reality of personal danger.  
3. Antagonism, characterized by:  
a. Hostility: Persistent or frequent angry feelings; anger or irritability in response to minor 
slights and insults.  
C. The impairments in personality functioning and the individual’s personality trait expression are 
relatively stable across time and consistent across situations. D. The impairments in personality 
functioning and the individual’s personality trait expression are not better understood as normative 
for the individual’s developmental stage or socio-cultural environment.  
E. The impairments in personality functioning and the individual’s personality trait expression are 
not solely due to the direct physiological effects of a substance (e.g., a drug of abuse, medication) 
or a general medical condition (e.g., severe head trauma). 
 
ICD-10 © 1990, 1994, World Health Organisation 
F60.3 Emotionally unstable personality disorder  
A personality disorder in which there is a marked tendency to act impulsively without consideration of 
the consequences, together with affective instability. The ability to plan ahead may be minimal, and 
outbursts of intense anger may often lead to violence or "behavioural explosions"; these are easily 
precipitated when impulsive acts are criticized or thwarted by others. Two variants of this personality 
disorder are specified, and both share this general theme of impulsiveness and lack of self-control.  
F60.30 Impulsive type  
The predominant characteristics are emotional instability and lack of impulse control. Outbursts of 
violence or threatening behaviour are common, particularly in response to criticism by others.  
F60.31 Borderline type  
Several of the characteristics of emotional instability are present; in addition, the patient's own self-
image, aims, and internal preferences (including sexual) are often unclear or disturbed. There are 
usually chronic feelings of emptiness. A liability to become involved in intense and unstable 
relationships may cause repeated emotional crises and may be associated with excessive efforts to 
avoid abandonment and a series of suicidal threats or acts of self-harm (although these may occur 
without obvious precipitants). 
Includes: borderline personality (disorder)   
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Appendix 2 – The Major Domains that Feature as part of Borderline Personality 
Disorder Symptomology  
Domain Description 
Impulsivity The predisposition to rapidly respond in an unplanned manner to 
events without considering the consequences. 
Emotion 
dysregulation 
Negative affect that tends to be labile and reactive to environmental 
stimuli in a transient and fluctuating way. 
Conceptualized as featuring the following:  
(1) a lack of awareness, understanding and acceptance of emotions 
(2) a lack of access to adaptive strategies for modulating the 
intensity and/or duration of the emotional response 
(3) an unwillingness to experience emotional distress as part of 
pursuing desired goals 
(4) a difficulty controlling impulsive behaviours when distressed  
and  
(5) an inability to engage in goal-directed behaviours when 
distressed. 
Cognitive 
distortions 
Dichotomous thinking, defined by the tendency to evaluate the 
observed world, people, and feelings in terms of extreme 
dichotomous categories which are mutually exclusive, rather than 
evaluating in a more gradual manner. 
Self-concept 
disturbances 
An inability to integrate the positive and negative parts of the self 
into a more complex whole. 
Severe 
disruptions in 
interpersonal 
behaviour 
Evidence suggests that individuals with BPD report more 
submissive, quarrelsome and extreme interpersonal behaviours. 
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Appendix 3 – An Outline of the STEPPS Group Programme 
Extract taken from Blum et al. (2008): 
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Appendix 5 – Interview Schedule (continued)
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Appendix 15 – Yardley’s (2000) Guidelines for Enhancing Qualitative Research 
Credibility 
The following table outlines characteristics found in good qualitative research (Yardley, 2000, pp. 219). 
Sensitivity to context 
Theoretical; relevant literature; empirical data; sociocultural setting; participant’s perspectives; ethical 
issues 
Commitment and rigor 
In-depth engagement with topic; methodological competence/skill; thorough data collection; 
depth/breadth of analysis 
Transparency and coherence 
Clarity of power of description/argument; transparent methods and data presentation; fit between the 
theory and method; reflexivity 
Impact and importance 
Theoretical (enriching understanding); socio-cultural; practical (for community, policy makers, health 
workers) 
 
Sensitivity to Context 
The researcher was aware of her own interest in alliance as a therapeutic process and aimed to 
maintain an open and exploratory stance on this issue. Through completing a systematic research 
review the researcher was able to get a better awareness of, and familiarity with, the relevant literature 
and empirical work conducted in this topic area. Becoming better read on the concept of therapeutic 
alliance and treatment outcome was an important part of this process. This enabled the researcher to 
think critically about these concepts, allowing for a more “profound and far-reaching analysis” (Yardley, 
2000, pp. 220). Whilst the researcher was sensitive to the data itself, an awareness of the empirical 
evidence allowed for identification of corroborating evidence in the data set. Nuances were also noticed 
and discussed with supervisors and represented within the analytic story of the participant’s 
experiences. 
Yardley (2000) also emphasised the importance of understanding the socio-cultural context within 
which the research took place. This research was conducted with a predominantly middle-class, White-
British population from an affluent and large catchment area. Patients accessing services within these 
areas often have to travel further to receive treatments, which on the whole, might be less available than 
in services operating in highly populated urban areas. The participants interviewed seemed grateful to 
services and the researcher considered whether their largely positive experience of the group may 
reflect a gratitude they have to the services for providing them access to treatment.  
Understanding the nature of BPD was also an important part of understanding the social context 
of the relationship between the researcher and participants. Being aware of types of difficulties 
experienced by individuals with BPD helped the researcher to notice acts of communication intended 
for the researcher (Leudar & Antaki, 1996). Through listening and being sensitive to communications, 
the researcher was able to respond moment-by-moment to help create a shared understanding of the 
participant’s experience. Being a training therapist, the researcher was able to use these skills in the 
interview which likely helped participants to engage, however, this meant at times, the researcher found 
it tempting to divert from the interview schedule. Listening to the recordings after interviews allowed for 
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reflection on this, and the researcher became more confident in later interviews occupying less of the 
‘therapist’ role and more of a ‘researcher’ role.   
As part of being sensitive to the context the researcher also considered the relationships existing 
between the researcher, participants and the service. The researcher was in the position of being an 
outsider, and as such was operating outside of the service, group and treatment which increased 
assurances about anonymity and confidentiality (Morse, 1998). Participants also perceived the 
researcher within a “student” role, and as such was considered relatively naïve. From this position, the 
researcher was able to be openly curious about the participants’ experiences. This likely had a positive 
effect on the power differentiation experienced within the interviews, as the researcher was not 
automatically placed in a position of authority, or aligned with the facilitators of the group. 
Commitment and Rigour 
An in-depth knowledge of the literature and professional experience with this client group 
demonstrated the researcher’s commitment for and “prolonged engagement with the topic” (Yardley, 
2000, pp. 221). Completing this work over a two-year period also enabled time to carefully plan each 
stage of the research. If the researcher needed guidance, it was sought either through consulting the 
literature or academic supervisor, or consultation through a qualitative researchers group.  
The researcher also carefully planned the amount of time dedicated to data collection and 
analysis. The number of participants required for the study was carefully considered in relation to the 
analytic method chosen. Through continuing data analysis for a significant period of time, the researcher 
was able to obtain seven individual accounts related to the topic of the research. 1.5hrs was allocated 
to each interview to ensure the participant had adequate time to express the views they wanted to. 
Similarly, the researcher timed the analysis in a break from teaching, such that the researcher could 
immerse themselves fully in the data without competing distractions. The completeness of the 
interpretations of the data was enhanced through the use of Braun & Clarke’s (2006) guidelines for 
thematic analysis. Debating and exploring themes and sub-themes with supervisors enhanced the rigor 
of this process.    
Transparency and Coherence 
The purpose of qualitative research is to construct a version of reality presented by the subject 
being analysed (Bruner, 1991; Freeman, 1993). Through carefully considering the narratives provided 
by participants, the researcher was able to build an analytic story to present to the reader. The 
dissemination of this study, will involve sharing this analytic story with the collaborators, facilitators and 
participants who participated in this research. As such, the researcher remained aware of the 
importance of being transparent in the recreation of their narratives into a coherent and meaningful 
written document. 
In addition, the researcher demonstrated an openness to disclosing their approach to the analysis 
through providing a detailed account of the steps taken to code and theme the data and records of this 
were shown to supervisors and offered in the write up of the report.  The researcher also took a reflexive 
stance to collecting data, recording thoughts and ideas at all stages of the research. This allowed for 
the researcher to consider their motivations for completing the research, and any assumptions she may 
have about the topic under investigation.   
 Impact and Importance 
The purpose of this research was to explore how therapeutic alliance affects someone with BPD 
attending a group therapy treatment. A wealth of research has indicated the importance of the alliance 
within therapeutic treatments. The lack of research in relation to this patient cluster, and specifically 
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about how alliance manifests in group settings for this patient cluster, is an important area for future 
research. As the STEPPS programme gains momentum in the NHS as a relatively low cost treatment 
package for individuals with BPD, better understanding of this treatment, patients experience of it and 
the possible mechanisms by which it effects change for patients, is extremely important. The findings of 
this research are therefore relevant to patients, clinicians, clinical leads and stakeholders, in order to 
reflect on the process of these groups, the way they are run, and whether the decision is made to provide 
this as a treatment option in the future.  
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Appendix 16 – Braun and Clarke’s (2006) 6 Step Approach to Thematic 
Analysis 
Phase 1 – Familiarisation with the data. 
“..it is vital that you immerse yourself in the data to the extent that you are familiar with the 
depth and breadth of the content.” (Braun & Clarke, 2006, pp. 87) 
Immediately following each interview, notes were made in a research diary about thoughts, ideas and 
potential codes. The audio-recording was listened to several times during the process of transcription 
to ensure that the transcript was a true account of what was said in the interview. Reading and re-
reading the transcript allowed for increased familiarity with the whole data set and the active generation 
of ideas throughout the process. At this stage, each interviewee was assigned their own pseudonym 
and colour allocation, to enable immediate identification of who was speaking. This was a valuable tool 
when later collecting extracts into codes and themes. 
Phase 2 – Generating initial codes. 
“This phase then involves the production of initial codes from the data. Codes identify a 
feature of the data (semantic content or latent) that appears interesting to the analyst, and 
refer to ‘the most basic segment, or element, of the raw data or information that can be 
assessed in a meaningful way regarding the phenomenon” (Boyatzis, 1998, pp 63, quoted 
in Braun and Clarke, 2006, pp 88). 
All seven transcripts were manually broken down into line by line chunks of data. Each transcript was 
screened for semantic content in chronological order in separate spreadsheets. Notes were made in an 
adjacent column providing a semantic summary of extracts of the data. Each transcript was initially 
reviewed on an individual basis to maximize the generation of ideas at this early stage and minimize the 
possibility of being influenced by the semantic content in other transcripts. The seven transcripts were 
then merged into one Excel spreadsheet. Taking into account the whole data set, codes were recorded 
in another adjacent column using phrases assigned by either the researcher or words used by the 
participants (Cresswell & Piano-Clark, 2011). These initial codes provided the basis for further analysis 
of the data whereby interpretations could start to be made. 
Phase 3 – Searching for themes.  
“This phase, which re-focuses the analysis at the broader level of themes, rather than 
codes, involves sorting the different codes into potential themes, and collating all the 
relevant coded data extracts within the identified themes. Essentially, you are starting to 
analyse your codes and consider how different codes may combine to form an overarching 
theme” (Braun & Clarke, 2006, pp. 89) 
During this phase the initial codes were organized and combined into groupings under overarching 
themes. This was done manually using paper and post-it notes, enabling the development of the mind 
maps by physically moving codes into piles, rearranging them when necessary as ideas and groups 
emerged (see Appendix 16). At this stage, an initial map was drawn out.  
Phase 4 – Reviewing themes. 
During this phase, it will become evident that some candidate themes are not really themes 
(e.g., if there are not enough data to support them, or the data are too diverse), while others 
might collapse into each other (e.g., two apparently separate themes might form one 
theme). Other themes might need to be broken down into separate themes. Patton’s (1990) 
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for dual criteria judging categories - internal homogeneity and external heterogeneity - are 
worth considering here. (Braun & Clarke, 2006, pp. 91) 
At this stage the excel spreadsheet was filtered to display individual codes and the transcript was reread 
to explore if the themes made sense and accurately reflected the entire data set. This stage took time, 
and some themes were joined together and some broken down further into sub-themes or separate 
themes. At this stage of the analysis, the researcher started to step back from the data and take a more 
birds-eye view of the data. A clearer thematic map emerged (Appendix 16). 
Phase 5 – Defining and naming themes. 
“By ‘define and refine’, we mean identifying the ‘essence’ of what each theme is about 
(as well as the themes overall), and determining what aspect of the data each theme 
captures.” (Braun & Clarke, 2006, pp. 92) 
At this stage the researcher experimented with different phrases to give the themes and sub-themes 
that had emerged. In order to summarise each theme, a brief paragraph was written, identifying the data 
it encompassed and how it related to the research question. Braun & Clarke (2006) suggests that if the 
scope and context of each theme cannot be described articulately, then further refinement may be 
required. It was at this stage that thematic map was discussed with supervisors and an analytic story 
emerged from the data. The wording of the themes were constantly reviewed and made changes where 
newer, more fitting descriptions emerged.  
Phase 6 – Producing the report. 
“The task of the write-up of a thematic analysis, whether it is for publication or for a 
research assignment or dissertation, is to tell the complicated story of your data in a way 
which convinces the reader of the merit and validity of your analysis.” (Braun & Clarke, 
2006, pp. 93) 
Within each theme and sub-theme, the data extracts were re-read to select extracts from the data that 
provide clear evidence of the themes. These extracts were chosen because they best represented the 
theme, addressed the research question, and helped to portray the analytic story. The analysis still 
continued at this stage, as quotes were reviewed, refined, and critiqued with regards to how well they 
represented the data set.  
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Appendix 17 – An Audit of the Researcher’s Analytic Process 
Appendix 17a - Examples of Coded Transcripts 
	
1. A process of Identification and Feeling Understood 
1.1. Identifying with their diagnosis. 
 
 
Alison – Group 1 
LN I/P Narrative Description Initial Code 
532 I How did you feel starting the group?   
533 P yea I did I didn't know what the hell the was wrong with me.  I kept  Didn’t know what was wrong 
Not knowing what 
was wrong before 
534 P getting people telling ah you just got depression, and I thought yea I    
535 P do have a bit of depression, but you know what the fact that I want    
536 P to commit suicide, the fact that I have crazy times, like I would think    
537 P about running wild and if was only because of my intensity level was  
Didn’t realise 
intensity of 
emotions 
Not knowing what 
was wrong before 
538 P high that I didn't realise    
539 I What do you think about the term BPD?   
540 P I don't really know what I think, I think it makes sense now, knowing  Makes sense now Relating to content 
541 P what I have got and I understand it, I don't know how people outside   
Building 
awareness of 
diagnosis 
542 P of therapy would perceive it, but actually now I don't totally care  Others might perceive differently  
543 P because I know what it is and it makes to me and that is what matter.    
544 P I think borderline personality disorder, though I don't really think its a    
545 P good description for it at all, because borderline means have  got it  Not a good label  
546 P haven't Ii got it.  That’s what people think and when you say to me    
547 P you have got borderline personality disorder they think Oh what are  Misconstrue label Misunderstood by others 
548 P you schizophrenic, are you psychotic so I don't tell them I have got    
549 P that.   
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Danni – Group 1 
LN I/P Narrative Description Initial Code 
8 I Maybe we could just start by you telling me a bit about your experience of STEPPS so far?   
9 P When I came I had no idea, I was only diagnosed in June last year,  I had no idea about BPD 
Not knowing what 
was wrong before 
10 P so I am pretty new to knowing what's wrong with me and I am 30, so  
My diagnosis is 
new 
Diagnosed last 
year 
Diagnosis as 
important first step 
11 P obviously  struggled a lot of my life.  When I came to it obviously  Struggled a lot of my life  
12 P meeting everyone as in the therapists, that was OK, but going to it I    
13 P was actually quite worried,  scared meeting the rest of the group, but  
Scared/worried 
meeting the rest of 
the group 
Initial anxiety 
14 P actually the journey through it has been amazing, it has helped so  
The journey has 
been amazing 
It has helped so 
much 
 
STEPPS as 
helpful 
15 P much, even friends and family have recognised there has been a  
Friends and family 
have recognised a 
massive difference 
in me 
Recognising 
progress 
16 P massive difference in me.  Obviously a lot of them had no idea  
Coming to 
STEPPS and 
understanding 
myself 
 
17 P themselves with what was wrong with me so me coming to STEPPS  
It has helped 
explaining to 
others what is 
wrong with me 
Not knowing what 
was wrong before 
18 P and understanding about myself, and explaining it to them, what's    
19 P wrong with me, I am actually ill I am not just playing up.  What to do  
STEPPS teaches 
you how to live 
with it. 
Validated by 
diagnosis 
20 P to help me what STEPPS teaches you how to basically live with it.    Practical advice 
21 P Big difference and the people who have actually been a lot more  
Big difference 
People have been 
really supportive 
for first time 
STEPPS as 
helpful 
22 P supportive, first time in 30 years.  Its been a massive improvement.   
Massive 
improvement 
Its been a blessing 
 
23 P It's been a blessing   
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Mary – Group 2 
LN I/P Narrative Description Initial Code 
268 I and how do you feel the material in the group has related to you,do  you, I mean do you think it has related to you?   
269 P yes oh definitely, what was really really good, I think may be the 2nd 
The content of the 
group explaining 
the disorder was 
really helpful 
Building 
awareness of 
diagnosis 
270 P session, is we had a sheet or two about what it means, sort of    
271 P explaining if you have the BPD diagnosis exactly explaining what   Relating to content 
272 P that was and once again that sort of reinforces that there is some    
273 P issues there rather than, a lot of us, before we had this diagnoses, a  
The material 
validates that we 
have real issues 
Misunderstood by 
‘others’ 
274 P lot of us  were oh for goodness sake, what makes you so special and    
275 P that sort  of behaviour and I can remember saying to my family I    
276 P don't know what's wrong I just feel different, oh of course you would    
277 P be different because you are special.  So it was completely as 
My behaviour 
used to be 
dismissed as 
attention-seeking 
Validated by 
diagnosis 
278 P dismissed  attention seeking and stuff like that, so having had the    
279 P diagnosis that   
280 I Validated?   
281 P oh validated definitely but also it is not just having it as, realising   Validated by diagnosis 
282 P that the research and the papers and everything like that, it is    
283 P something that is real and with that diagnosis come these symptoms 
Realised that the 
diagnosis is 
supported by 
research 
 
284 P if you like, or these thoughts so it was very cohesive and that  
The material on 
the diagnosis was 
very cohesive 
Relating to content 
285 P session where we went through that once again it just, things tend    
286 P to just click in my head, and that did and I thought this is going to be 
The diagnosis 
session made it 
click in my head 
 
287 P good 
Realised the 
group was going 
to be good 
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1.2. Identifying with the STEPPS material. 
 
	
	  
Linda – Group 1 
LN I/P Narrative Description Initial Code 
490 I 
Another questions about the content is do you find you have got 2 
hours each  week, 20 weeks, do you think that content, what you talk 
about at each group, is always relevant to you 
  
491 P To me. …not always no, and that is why I get distracted. 
Content isn’t 
always relevant so 
I get distracted 
Difficulty relating 
to content 
492 I When you go to the meetings, do you find that you can apply some of the content of the topics?   
493 P Oh God yes   
494 I What is that like when go over something and you think Oh yes I really  relate to that     
495 P Oh yes, a weird feeling is like “Wow I do this”, I feel like this, you  Wow – this relates to me Relate to content 
500  know  Feel understood 
500 I and what does that make you feel like about the group, how does that make  you think about STEPPS?   
501 P that it is good I am glad I am doing it because it makes you realise    
502 P that that you are not  the only one  Realise you are not the only one Commonalities 
503 I Do you think other people in the Group are, do you think there are particular topics that other people in the group feel the same about?   
504 P Yeah I feel I do.   
505 I Do other people in the group feel the same way as you do? Are there particular topics that help?   
506 P Yes, I think some topics resonate more but I think that is normal  
We don’t all have 
the same 
problems and 
experiences 
Difficulty relating 
to content 
507 P though isn't it because we don't All have the same problems or go    
508 P through the same things 
We don’t all have 
the same 
problems and 
experiences 
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Alison – Group 1 
LN I/P Narrative Description Initial Code 
125 I 
Yes I can see that.  I suppose thinking about maybe the content of 
the group, suppose you said you were expecting a classroom kind of 
set up, so all sat a desk with lots of paperwork, I suppose did you 
have any idea of the topics that would be covered, what do you think 
about the topics so far that have been covered? 
  
126 P Before I started I think they gave me some information of what would    
127 P be covered, although, equally I  didn't really understand them.  Yes,  
Didn’t understand 
the handbook at 
first 
Initial uncertainty 
128 P when I first come in I was a bit, I really couldn't work out what was    
129 P going on, because I really didn’t understand because I didn't    
130 P understand the illness to be honest, I didn't really understand what  Didn’t understand the illness before 
Not knowing what 
was wrong before 
131 P was going on, but now I look back its been good the way. you know,    
132 P like when we started the first topic we first started on was what is the  First topic BPD 
Building 
awareness of 
diagnosis 
133 P illness and there was something read out, written by somebody with   Relate to content 
134 P BPD that explained a bit about the illness, I thought that was useful.   Written accounts in handbook Feel understood 
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Sarah – Group 2 
LN I/P Narrative Description Initial Code 
185 I 
That makes sense. Have you felt the same way about the content at  
the sessions each week, I suppose I am wondering has there been 
weeks where you thought, yea this is really helpful and some weeks 
when you have thought, yea well, not sure 
  
186 P Initially it was a good mixture it was kind of like the first pack it was    
187 P like, I really relate to this and then in another pack there was a  I really relate to this material Relate to content 
188 P poem about walking down the street and falling into the same hole    
189 P and all that kind of thing, and all that kind of thing, and then initially    
190 P a few of us were like well that frustrates me because I have no  
Felt initially 
frustrated as felt 
no control over 
feelings 
Initial scepticism 
191 P control over that, so there are some bits of content early on that will   
192 P frustrate you because you will think Oh lord it is not simple surely it Initially feel it can’t be that simple Initial scepticism 
193 P  is not that simple and if you do stick with it and kind of unravel    
194 P what it is talking about it kind of makes you think, oh actually it is    
195 P that simple sometimes, so initially I found myself getting  a little Realise it can be simple  
196 P bit frustrated with some of the contents thinking Oh  well they Initially frustrated Difficulty relating to content 
197 P don't know what they are talking about, kind of thing,  but if you   
198 P keep going with it you do eventually see actually yes I  get where Keep going with it Relate to content 
199 P they are coming from now 
Started to get 
where they were 
coming from  
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Michael – Group 2 
LN I/P Narrative Description Initial Code 
162 I 
Before we go on to think a bit more about what it was like to be with 
the other members of the group just thinking about the content.  Is 
there anything particular that you covered that you thought,  yea 
that's really helpful? 
  
163 P yea, there was things to do with relationships and such, which I    
164 P struggle with, but it was kind of, it was put towards the end  Struggle with relationships  
165 P because it, because understandably it because for some people it  
Disappointment 
about timing of 
material 
Understanding of 
rationale for timing 
of material 
Difficulty relating 
to content 
166 P can be a tricky thing where you have to delve quite deep to  
Delving 
Deeper 
understanding;  
 
167 P understand, but it came at the point when I had already grasped and  Grasped an understanding  
168 P had an understanding of what I needed to do in order to, you know,  
Understanding of 
what he needed to 
do 
 
169 P of the skills sets to gain an understanding of the skills sets that you  
Skills set;  
Developed 
understanding of 
skills 
Timing of topics 
170 P need to sort of help yourself, so it came at a point when I didn't need  Self-help  
171 P it, I would have needed it and I did relate to it a lot and there came a  Related to material a lot Relate to content 
172 P point where I didn’t need it, so in terms  of the organisation of the  
Didn’t need 
material any more 
Material 
organisation 
 
173 P group it is understandable that they would do that at a point later  
Understanding 
rationale for timing 
of material 
 
174 P on when everybody is gained a basic knowledge of what’s been  Gain basic knowledge first  
175 P covered but I, it came too late for me really.  Which is not necessarily  
Material came too 
late 
Late material not 
necessarily a bad 
thing 
Timing of topics 
176 P a bad thing cos reflecting on the fact that I am recovering, but..  Recovering  
177 P erm..yeah   
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Becky – Group 2 
LN I/P Narrative Description Initial Code 
264 I 
What about in terms of thinking about the relevance, how much of  
the content of the group has been relevant to you and your 
experiences 
  
265 P I would probably say quite a lot of it, I mean there would always be  
Quite a lot of the 
material was 
relevant to me 
Relate to content 
266 P parts where you like, oh that doesn't fit me, but then it was kind of  
Parts of the 
material didn’t fit 
me  
Difficulty relating 
to content 
267 P like how many different situations and emotions that your illness has   
268 P that I wouldn't have know about, if it wasn't for STEPPS and erm...  I    
269 P don't  know, that's the thing, I am not sure about whether or not the    
270 P content maybe it was the kind of the line of where  you would start in  
The material was 
a good basis for 
use to share 
stories with one 
another 
 
271 P conversations, I am not sure the content was always everything, it    
272 P was more how we would share stories, or we would read something   
273 P  that would have a story about somebody and they have written   Relate to content 
274 P down what they feel the illness and how it has affected them.  It was 
Reading stories 
about others and 
relating to them 
was good 
 
275 P  reading those things, that was like, Oh Wow OK I actually ticked all   Relating to content 
276 P of those boxes and I think that was quite good   
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1.3. Peers definitely “get me”. 
 
 
 
 
 
 
  
Linda – Group 1 
LN I/P Narrative Description Initial Code 
164 P I feel I cannot relate, I feel like I cannot relate and wish I could  I feel like I cannot relate 
Difficulties relating 
to peers 
165 P relate, because I think you feel you could say yea I thought that,   I stay quiet as I cannot relate  
166 P yes I say that, yes I do that and I just stay quiet thinking you know,   Individual differences 
167 P or if I express that erm..how rejected I feel with my ex husband, so I  None of them can relate to me  
168 P lost my house and I lost my husband, I lost everything.  None of    
169 P them can relate because they, only one of them is married.  they     
170 P haven't been in my situation or even close or though they may have    
171 P kids, so   
172 I So how do they respond   
173 P They just stay quiet, they just listen, well I like to think they listen.     
174 P That's  part  of my BPD thinking when they are talking and I think    
175 P why won't they listen to me. ..it doesn’t matter   
Alison – Group 1 
LN I/P Narrative Description Initial Code 
1 I A good question to start is could you tell me about your experience in the STEPPS group so far?   
2  
yea I mean  when I first came I was very sceptical, working with a  
Was sceptical at 
being with others 
with the same 
illness 
Initial scepticism 
3 P group with a people with the same illness, that could be a bit of a   Commonalities 
4 P nightmare, you know being that we are all ill,  I thought that we would    
5 P all maybe fight, or, but then when I came to the group, it's very    
6  interesting to see that we have all got everything in common, you  
Got everything in 
common Commonalities 
7 P know, we have all got the same illness, we all have the same issues,   
Identification with 
peers 
8 P slig tly variable on eople's live, you know, different situations,  Some differences 
Individual 
differences 
9 P different problems, but equally the same intensity levels, the same  
Same emotional 
experiences Commonalities 
10 P mood swinging and I found that really helpful.  
Understanding is 
experiencing 
11 I What about that, that is helpful   
12 P just to recognize that you are not the only one, because when you  Not the only one 
Sense of 
belonging 
13 P have this illness you feel very isolated from most people  
Isolated from 
others 
Misunderstood by 
‘others’ 
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Danni – Group 1 
LN I/P Narrative Description Initial Code 
193 I 
Could we talk a bit more about how it felt being, kind of with the other  
people in the group.   Before we move on to that I suppose its 
thinking a bit more about the content, I suppose we have talked 
about how you found some of the things helpful, but on the whole do 
you think what is talked about in the STEPP group, is it relevant for 
you? 
  
194 P yea  I can definitely.  When they talk about other people's    
195 P experiences and you listen to the other girls and they will say this 
Listening to others 
experiences with 
thoughts and skills 
 
196 P skill, this skill tough,  this distorted thought and you think OMG I can   
197 P relate to all of this Can relate to peers 
Identification with 
peers 
198 I So that is when other people are bringing up kind of their experiences   
199 O yea and you sit there and you like ‘OMG get out my head, your Shared experiences 
Shared 
experiences 
200 O talking, you’re in my head’, they are describing exactly how I feel in Exactly the same Identification with peers 
201 O situations. It is crazy  
Commonalities 
Understanding is 
experiencing 
202 I So do you feel you and the other women in the group share quite a similar experience and how do you feel about that?   
203 P Relieved, not on my own, because I never talk because obviously Relief to be with peers 
Sense of 
belonging 
204 P I've got friends and that out of, that haven't got Borderline and they   Understanding is experiencing 
205 P haven't got a clue, they just don't get it. Then you come here to  Others just don’t get it 
Misunderstood by 
‘others’ 
206 P therapy and talk about something that has upset me in the week, or    
207 P something that has triggered me off or what have you, and all the    
208 P girls, well we all sit there and like - yea and then that feeling, wow Relief from feeling understood Feel understood 
209 P what a relief, at last someone understands me    
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Becky – Group 2 
LN I/P Narrative Description Initial Code 
354 I That other group members understood your experiences?   
355 P I think everyone pretty, pretty much everyone in this group, has, yea   
356 P understood everything I think, I don't think there has been times  
Everyone in this 
group has 
understood 
everything 
Feel understood 
357 P where I have not felt like they haven’t got it, or supported me  Supportive 
358 I and how important do you think that is   
359 P I think is so important because when it was a bigger Group 1nd  
In the bigger 
louder and 
brasher group I 
couldn’t open up 
Size of group 
360 P people were a bit more loud and brash, I really didn't open up, so I    
361 P don't think I would have been able to get through a lot of my hard  
I wouldn’t have 
been able to get 
through the hard 
times without 
sharing it and 
having the support 
of the group 
 
362 P times that I have had the last few months if I hadn't been able to   Supportive 
363 P share it and get support with everyone  Camaraderie 
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1.4. The peer-facilitator gap in understanding. 
 
 
 
 
 
  
Linda – Group 1 
LN I/P Narrative Description Initial Code 
389 I So in theory do you think they can understand?    
390 P Obviously I am not in their skin so I cannot tell you exactly   
391 I What vibe do you get?   
392 P I get the vibe from two of them…but that's OK  Feel understood 
393 I That they understand    
394 P I think yeah because they give more input, so there is more  
They give more 
input so I think 
they understand 
Contribution to 
group 
395 I 
[Facilitator] and [Facilitator} because they are tuning in with you.  
Correct me if I am wrong  because they give you advice and they 
tune in and they something 
  
396 P I have the feeling that they understand or they try, at least they are  I think they at least try to understand  
Facilitators try to 
understand 
397 P trying to   
398 I 
So when you say that when they try and engage you and are curious 
about what is  going on with you it makes you feel like they are trying 
at least to understand and how important is that to you 
  
399 P Very important of course, cos you want to be understood and you    
400 P want, I am not saying I need them to understand, but I need them to  I need them to try to understand Feel understood 
401 P try to understand, and not just for them but that’s in general for a lot  
Its is important for 
others to 
understand what 
makes me tick 
 
402 P of people I meet in life, it is important to understand what makes me    
403 P tick   
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Sarah – Group 2 
LN I/P Narrative Description Initial Code 
588 I I was wondering about how understood you felt   
589 P Initially you can feel a bit like do they really understand, but it is  
Questioned 
everyones 
understanding of 
her experience 
Understanding is 
experiencing  
590 P quite funny how I feel the same with my Dad sometimes because he   
591 P is quite professional, he doesn't suffer with depression or anything,  
Likened 
experience of 
facilitators to 
experience of dad 
 
592 P he's got his mind straight, he knows what he is doing, and I    
593 P sometimes feel like you don't understand me.  But it is kind of  
Sometimes feel 
dad doesn’t 
understand 
 
594 P actually you have got to respect that these people are trying to  
Respect everyone 
is trying to 
understand 
 
595 P understand and  trying to help you to go through what these packs   Facilitators try to understand 
596 P are saying and stuff and for that you have got to have respect for  Respect they are tying to help you  
597 P them.  Not everyone would try to help you in that way, so for me    
598 P regardless of whether I may be at one point felt like Oh yea but how   
599 P can they understand, they don't have it, a part of me thinks massive 
Thought they cant 
understand as 
they don’t have it 
Understanding is 
experiencing 
600 P respect to them for actually being here and helping us, I appreciate  
Massive respect 
for being there 
and trying to help 
 
601 P that. Appreciate their help  
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Mary – Group 2 
LN I/P Narrative Description Initial Code 
553 I 
I mean, another question I ask that you touched on is the idea of 
being understood.  Now this thing with Karenza and Emma it is 
maybe slightly different, you have already expressed that there is 
kind of an automatic mutual understanding there, but for Lin, Liz and 
to some extent Beverley as she has been part of the process, how 
understood have you felt by them 
  
554 P I think certainly the last, if we just say the first three week ignore  Ignore the first three weeks  
555 P those, since then it has been really really good and Lynne has been  Its been really really good  
556 P really really good, her knowledge is really great and she is willing to  
Facilitator is very 
knowledgeable 
and willing to 
impart it 
Facilitator 
understands BPD 
557 P impart it which is very good, and as I say with   Contribution to group 
558 I have you felt they can or whatever understand you?   
559 P yes is the simple answer to that. They understand really well  Yes I feel understood Feel understood 
560 I what it is like for us and that contributes to part of the not having to  
We don’t have to 
explain ourselves 
because they 
understand  
Understanding is 
experiencing 
561 I explain yourself, why, it is just that everyone understands and the  Everyone understands  
562 I facilitators as well, they just understand, I mean I imagine it is not the    
563 I first group they have done so obviously some experience of what is  
Its not the first 
Group 1nd they 
have experience 
Facilitator tries to 
understand 
564 I going on so yes, its feeling safety actually in that room with the door  It feels safe in the room 
Facilitator 
knowledge of BPD 
565 I closed and us all in there, and the facilitators because once again it  
You learn to trust 
the facilitators 
which is not easy 
at first 
Trust 
566 I is that trust that you impart in them and it is not easy to start with   
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Michael – Group 2 
LN I/P Narrative Description Initial Code 
375 P Emma was really good cos she had BPD and she was quite a caring  Caring  
376 P person, very open person and she had quite a lovely personality, so  Being open is helpful 
Contribution to 
group 
377 P she fit right in and she sort of grounded everyone at that point  
Facilitator fitted in 
Facilitator as 
grounding 
 
378 P because you could relate to her, so that was really good that she  Relatable Identification with peers 
379 P understood and she helped people understand and she was very  Ex-client aids understanding 
Understanding is 
experiencing 
380 
P 
Supportive and very funny and people got along with her.  Lynne,  
Being a very 
supportive 
facilitator as 
helpful 
Getting along with 
facilitator as 
helpful 
Humour as helpful 
Supportive 
381 P the one with ginger hair, is very blunt, she is quite, you don't really  A blunt facilitator  
382 P get much out of her, you can sit there and talk for 10 minutes and  Not getting much out of a facilitator 
Diversity in 
facilitators 
383 P not really get that much of a response from her apart from the   Contribution to group 
384 
P 
response you were expecting, a general response.  The same with  
Predictable 
responses from 
facilitator 
Uninsightful 
responses from 
facilitator 
Facilitator value 
385 P Liz, is nicer,but then she tries her best to understand, and didn’t  
Nicer;  
Tries to 
understand 
Facilitators try to 
understand 
386 P sort of discuss things the same way that Lynne would.  To be fair,  
Difference styles 
between 
facilitators 
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Becky – Group 2 
LN I/P Narrative Description Initial Code 
411 P I think the difference with her is that she's able to give you, not only  
Facilitator opened 
gave insight into 
her own life which 
helped you know 
you’re not alone 
Contribution to 
group 
412 P insight into her life, but she will say, Oh well that has happened to    
413 P me, she won't go into detail, but she will let you know that you are   Diversity in facilitators 
414 P not alone in feeling something, whereas Lynne was very no, not  
Facilitator did not 
share anything 
personal and said 
it was none of our 
concern 
Sense of 
belonging 
415 P going to tell you anything me and it's none of your concern, and she    
416 P said that quite a few times when we asked, well can you do a pot so  Facilitator value 
417 P form we could see what it is like, who somebody who would go   Facilitator approachability 
418 P through something who is well, how their emotions were used and    
419 P she told us it would be a good idea and then the following week she    
420 P was like - absolutely not, livid, like no I am not doing, no it is not  
Facilitator felt it 
was no ones 
business what 
went on in her life 
 
421 P responsible and, it's none of your business what goes in my life, it  Facilitator was very closed off  
422 P was just like, well OK she's a bit, she is very closed off, so I think  
Facilitator lacked 
empathy and the 
care that the other 
facilitators had 
 
423 P understanding is a huge thing and I think she lacks the empathy and   Difficult relationships 
424 P the care that all the others did.   
425 I 
That is helpful to know, because it is something, there is something  
about empathy, sharing a bit of their person-ness, whatever that is, 
and being understanding that you think are really important traits to 
have as a facilitator in the STEPPS group. 
  
426 P I think she would, I would notice things like if I said something and I    
427 P said, we have just read 3 pages now what do you think about it, and    
428 P I would say well I don't know, it kind of makes sense to me, but I  Felt looked over by facilitator Dismissive 
429 P don't feel like I understand this part it's quite overwhelming for me,    
430 P she was just like 'anyone else' and then somebody would say    
431 P something else and then she would kind of go,yes, yes I understand,   
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2. Building Camaraderie 
2.1. Supporting each other on a shared journey.  
Linda – Group 1 
LN I/P Narrative Description Initial Code 
224 I How do you feel coming back each week to seeing the other women in the group?   
225 P Ah but I am fine actually it is funny because about 4 weeks ago was    
226 P the first time I thought, Oh I am actually looking forward to going..  
I was looking 
forward to coming 
to the group 
Camaraderie 
227 P Not that I don't want to come, but obviously I have my issues you    
228 P know, a lot of time I don’t have motivation, so a lot of the time I think '  
A lot of time I feel 
like I cant be 
bothered 
Commonalities 
229 P I can't be bothered' but apparently they all feel the same, I can't be  Other people feel the same  
Shared 
experience 
230 P bothered, but once I’m  in the class room it is fine.  Identification with peers 
231 I How does it feel hearing that everyone has a similar experience and that   
232 P It’s a relief, you know, it’s a relief to know that I am not the only one  
It’s a relief to know 
others have the 
same experience 
of low motivation 
Sense of 
belonging 
233 P who doesn't have much motivation that they or because I have had a   Feel understood 
234 P bad week I don't  feel like coming, but also it hurts to know that other  
Helped to know 
others had a bad 
week  
 
235 P people had a bad week and they still come, because I felt there has    
236 P been times when I think - No I can't be bothered and thinking, well  
If they can attend 
then I can do it as 
well. 
Supportive 
237 P you know the others do it so I surely I can do it as well.    Camaraderie 
238 I So do you think that helps you sometimes to get here   
239 P yea yea   
240 I Knowing that there's other people  …?   
241 P Yeah exactly, so  None of the others don't feel like going, but once  
Once we are 
together we are 
fine 
 
242 P we are together we are fine and I was saying that about 4 weeks    
243 P ago, on week 10,I was thinking actually I really want to go I am really  
I am looking 
forward to going to 
the group 
Increased 
commitment to 
group 
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244 P looking forward to it.   
Danni – Group 1 
LN I/P Narrative Description Initial Code 
355 I So there is something about like testing waters about what's OK   
356 P yea I was stepped around gingerly I would say, just cos I don't trust  Difficulty trusting others Trust 
357 P people that easily, but once I do, then everyone knows everything   
358 I So by what point do you think in the group do you think you started  to trust other people and open up   
359 P end of the second or third one, a good month into it. Trust built early on  
360 I and what do you think helped change that?   
361 P How we can all, yea I think it wasn't just me, that we all sat down and   
362 P started talking together. You realise, you  understand me, I am not  Started talking to one another 
Sharing personal 
stories 
363 P the only one who feels like that and I know that we  all go out for a  Felt understood Feel understood 
364 P fag break, we've stood there and said Oh I felt like that last  week,  Chat in breaks  
365 P yea we advise each other on how or told each other how we have   Offer advice to each other 
Opportunity to 
help others 
366 P coped  individually or we just quite open about how we talk to each.   Open up  
367 P other We have got a lot of empathy for each other as well, its not like  Empathy Empathy 
368 P any of us are shut up, or get over it, people there are very empathic,    
369 P we were very compassionate and that's we all have in common with  Compassionate Commonalities 
370 P each other, yea there has been a few times that people have cried   Understanding is experiencing 
371 P and we have all gone - ah do you want a hug, and we chatted to  
Support one 
another when 
upset 
Supportive 
372 P them   
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Alison – Group 1 
LN I/P Narrative Description Initial Code 
204 I It sounds like something about the group is quite productive as well   
205 P its more productive than it is going to psychotherapy on a one to    
206 P one, talking to somebody because when you have got everybody in  
Got everybody in a 
group 
Shared 
experience 
207 P group I am actually thinking about why doing and what they are  
Can learn from 
others 
Opportunity to 
help others 
208 P doing, cos they are doing the same as me, but hearing it from them I    
209 P am actually thinking, Ohh why are you doing that, Oh yes, why are    
210 P you feeling like that, and I have got a solution for them, so then I can  
Have solutions for 
them  
211 P start thinking about my solution for myself 
This helps myself 
too  
212 I Interesting   
213 P It is interesting it does work better 
Group works 
better 
STEPPS as 
helpful 
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Mary – Group 2 
LN I/P Narrative Description Initial Code 
90 I was that the introductory session or the actual first session   
91 P actual first session.  I was just sitting there I just thought what of  Thought what a waste of time Initial scepticism 
92 P waste of time, and so I was really anxious really really bad, actually I   Initial anxiety 
93 P went through the roof when they said oh not not letting you in, and  
Anxiety and anger 
went through the 
roof 
Facilitator 
decision-making 
94 P anger as well, all those sort of things.  Also that when I did go in I    
95 P went in at the break time so it wasn't that long, but I felt that they    
96 P were much further ahead than me and I was 'hang on what were    
97 P they were talking about and very insecure about that.  I know I  Felt insecure that I had missed a bit  
98 P shook a lot and I do, this business, when I am nervous or anxious    
99 P and I know I was doing that a lot and my hands were shaking, that  Hands were shaking a lot Initial anxiety 
100 P first session I probably didn't take much in at all to be honest.     
101 P Talking to the group they all felt the same, it was all like being  The Group 1ll felt the same  
102 P bombarded with all this stuff that, you're just like my head, you just  
First session was 
bombarded with 
stuff 
 
103 P shut down you can't take any more.  But even so there was certain    
104 P core of people there even then that seemed to chat to each other  There was a core of people Increased intimacy 
105 P or, I don't know,  it was just,  how you are like with some people,   Camaraderie 
106 P you can be quite chatty and automatic and its fine, and others it is  
Can be chatty, 
automatic and its 
fine 
 
107 P not quite so good, so even back then I think we were, the seven that   Size of group 
108 P are left was sort of trying to set up, or be supportive I think  
Seven were trying 
to be supportive of 
each other 
Supportive 
109 P that is the main thing, not a splinter group, but just be supportive    
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Michael – Group 2 
LN I/P Narrative Description Initial Code 
318 I get smaller, so I think its started getting, everybody got very  Dropouts inevitable Size of group 
319 I comfortable with each other about 3 months in which is really good, 
Feeling 
comfortable with 
others 
Increased intimacy 
320 
I 
 and as I say you can say anything without the fear of being judged  
No fear of being 
judged by group 
members 
Non-judgemental 
peers 
Non-judgemental 
321 
I 
and everyone got along very well, you share whatever what ever  
Sharing 
experiences 
Getting along very 
well 
Camaraderie 
322 I you want to share, it was very supportive, definitely because a lot of Very supportive Supportive 
323 I people have got different viewpoints, so one person way of dealing 
Different 
viewpoints across 
group 
Individual 
differences 
324 I with an issue might seem unhealthy to another person, but they    
325 I can still understand why, why they do that and if works for them  Shared understanding  
326 I then it works for them, but they can give advice on other things how Give advice Opportunity to help others 
327 I they see it, and people would respect each other’s opinions,  Mutual respect  
328 I everybody respected everybody’s opinions nobody  rejected  No rejection  
329 I anything that anybody said because all of it made sense, we all have  The material made sense Relate to content 
330 I been living our lives, some longer than others, with this, and tried to    
331 I do what we are trying to do.  A lot of people already knew, a lot of    
332 I people already knew  what they needed to do to get better, I have  Knowing what you need to do  
333 I always known what I needed to do to get better, since I can't put it, I    
334 I was never able to put in place.  I could theorise it but I couldn’t put it    
335 I into…   
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Becky – Group 2 
LN I/P Narrative Description Initial Code 
1 I Let's just start with a general opener of, you tell me how, what is our experience of STEPPS Group 2een like so far   
2 P I think being in the group has supported me in more ways that the  Supported me  
3 P actual work, so I think even if I didn't get anything out of the STEPPS   Camaraderie 
4 P group I have got 6 friends that can support me, and like know how I  Supported me Friends Supportive 
5 P was feeling and stuff so it has been really supportive.  I am really  
They know how I 
am feeling 
Group members 
are supportive 
 
6 P surprised by that because the first introduction I went to there was  Surprised by making friends  
7 P 15 people and I was so overwhelmed that I cried and had a panic  Overwhelmed at first Initial anxiety 
8 P attacks during the meeting time introduction and I said to myself,  Panic attacks at first Size of group 
9 P stuff it I am not going back, it all kind of scared me a bit and I said I  
Scared at first 
Considered 
dropping out 
 
10 P am not like everyone else, I don't feel like I am as angry as them and Different to everyone else 
Individual 
differences 
11 P  they have all kind of got in trouble with the police and stuff and I    
12 P am not like that, so I felt very kind of misunderstood at the  
Different to 
everyone else 
Felt 
misunderstood at 
the beginning 
Misunderstood by 
‘others’ 
13 P beginning.  But I gave it another try and then it was, it kind of    
14 P started to feel a bit easier  Started to feel easier  
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2.2. Working together and repairing ruptures. 
 
 
 
  
Mary – Group 2 
LN I/P Narrative Description Initial Code 
365 I 
Moving on, if you were going to summarise, I mean I have already  
got an indication of what you think, but if you were to describe the 
group helpful, unhelpful, both what would it be 
  
366 P I would say on a sort of percentage scale if you like, I would say 90%  90% helpful  
367 P helpful and probably only 10% unhelpful   
368 I and what do you reckon is the 10%, because I have got a real sense  of what the 90% is   
369 P    
370 P well the 10% I think was the feeling of being in school and having   Rigidity 
371 P these rigid lines and being told, we are all adults, and we  
It was unhelpful to 
be given such rigid 
rules 
Facilitator 
decision-making 
372 P understood that other groups had not been like that, but, don't tar    
373 P us with the same brush  Lack of collaboration 
374 I Something about the way that was structured at the beginning?   
375 P Absolutely, yes and the idea that you could chose cos you are adults    
376 P in a group, so we chose then we were told we can't do it.  It was    
377 P very very rigid at the start and of course it is much less now and I  It was very rigid at the start Rigidity 
378 P think that's because we all trust one another, I think that sort of  
It is less rigid 
because we all 
trust each other 
 
379 P trust, its hard to build trust when your facilitatoring you know you  
Its hard to build 
trust when you are 
a facilitatoring as 
you don’t know the 
person 
Trust 
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Sarah – Group 2 
LN I/P Narrative Description Initial Code 
504 I What was that about?   
505 P I think it was initially that's really unfair, and it kind of got into   
Ruptures in 
relationships 
506 P discussion where people, like yes that is unfair and it got a bit    
507 P heated, and that kind of got me a bit, is it all going to kick off, but  
Intense heated 
discussion about 
unfair rules 
 
508 P the facilitators did well to explain these aren't our rules, these have  
Facilitators did 
well to explain 
selves 
 
509 P been set in place from previous groups, so there were a few intense    
510 P kind of bits, but they never got that bad,  The facilitators did well to  Intense bits  
511 P sort of keep it all kind of, and even actually bouncing off each other   Collaboration 
512 P a little bit there were some of us that sort of looked at it in a    
513 P different way, it could kind of help say, well actually, so I think all of    
514 P us as a group did bounce off each other quite well, we didn't kind of  
The Group 
2ounced off each 
other well 
 
515 P rub each other the wrong way, which I think was good.  I think that  
Didn’t rub each 
other up the wrong 
way 
 
516 P is what I was worried about   
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Becky – Group 2 
LN I/P Narrative Description Initial Code 
85 I 
So at what point, obviously, the beginning you were feeling anxious  
about being there, it’s very new, lots of people, at what point, you 
said being part of the group is the most helpful part actually, so I 
wondered at what point did it shift for you from being how it was at 
the beginning to how you feel about it now, 
  
86 P I think was once, it was probably week 12 or something where    
87 P there had been even more drop outs, and it got down to about 7  
Felt more 
connected to 
others at week 12 
Size of group 
88 P or us, 8 of us, and it was like, Oh this feels a bit more kind of  
Dropped outs 
reduced to 7-8  
and feels more 
connected 
 
89 P connected now  because there were other people that they didn't  Dropouts and weren’t sharing Increased intimacy 
90 P seem like they wanted to be there or that they weren't sharing and  Dropouts didn’t open up as much 
Contribution to 
group 
91 P opening up as much, I think once we all started to kind of really    
92 P support each other  it almost literally just changed overnight.  I think  The group changed overnight Rigidity 
93 P it was, we had an argument with the facilitator because she wouldn't   Facilitator decision-making 
94 P let, if somebody was even 2 minutes late, she wouldn't let them in    
95 P until after the break, which is an hour and 20 minutes later, and that   Dismissive 
96 P really upset us because we were, have you any idea what that is    
97 P going to do to somebody’s emotions and anxieties if they were being    
98 P stuck left outside waiting and panicking and we ended up arguing for   Ruptures in relationships 
99 P 15 minutes with them to the  point me and somebody else were    
100 P crying and then they agreed to go and get the person and then it was    
101 P like I like,  I think we kind of forged a bit of allegiance at that point,  
Argument with 
facilitators forged 
a bit of allegiance 
Supportive 
102 P she said I am not going to go out there and look for people that   Care for others 
103 P aren't there at 10 and we said well then we will look, if somebody's    
104 P not turned, so we will give the 10 minutes and if they are not there    
105 P then  fair enough they will have to wait, but we feel like we need to   Opportunities to help one another 
106 P make  an effort to help them, so I think, from that point I think we all    
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107 P started looking out for one another and  
Group members 
started looking out 
for one another  
 
Linda – Group 1 
LN I/P Narrative Description Initial Code 
192  You have also mentioned that you all get on really well, talk to me a bit more about that kind of, how well you get on?   
193  Oh yes we just get on and we or I have been very lucky in this group  Lucky in this group  
194  because I wasn't sure what it was going to be like, but, we just have  Initially uncertain  
195  a laugh, sometimes it can be a bit distracting,  because you try to  
We have a laugh 
but this can be 
distracting 
Individual 
differences 
196  take the lesson seriously and there is a  few girls who just mess  Taking lessons seriously  
197  about, but even then I am a funny person I am quite a considerate  
Others 
inconsiderate? 
Rupture to 
relationships 
198  person, so I feel bad for Cara and Fiona, because, bless their hearts    
199 
 
I told Them before but  you want to carry on with the lesson but she   
Facilitators not 
capable of 
keeping group on 
track 
Facilitator-decision 
making 
200  just doesn't know how to say stop talking because they are not    
201  proper teachers, they are teachers but  they are not there to behave  They aren’t teachers  
202  like “stop talking”   
203  Like authoritarian type teachers?   
204  I feel bad for them because they interrupting the lessons and  Feel bad for facilitators  
505  distracting the lesson and other people from talking and everything    
206  but yeah …  We have banter. Have banter Fun environment 
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2.3. Having a laugh. 
 
Alison – Group 1 
LN I/P Narrative Description Initial Code 
346 P I think she is very good that she puts up with our bad humour, or  
Facilitators put up 
with humour  
347 P bad taste in humour, and they all do laugh with us, which is good cos    
348 P it's not like 'Oh no your can't say that' cos sometimes we can be a bit    
349 P rude, not in a bad way, but just a little bit bad.   
350 I Banter?   
351 P Definitely banter.  Banter Banter 
352 I Is that the word you use, banter in the group?   
353 P There is definitely a lot of banter in the group and I think they handle  
Facilitators handle 
banter well  
354 P it well, cos some, I think, I don't think we would probably show that    
355 P 
banter in the outside world.  I know I wouldn't say a lot of my banter  
Feels cannot be 
self in the outside 
world 
 
356 P at work, and here I can come in and bring it here and know that    
357 P actually it's OK and we are going to have a laugh and they're going  
We can have a 
laugh  
358 P to bring us back, 
The facilitators 
bring us back Collaboration 
Danni – Group 1 
LN I/P Narrative Description Initial Code 
374 I 
In general I suppose you talked about how you have all been...  I 
mean how do you think you get on with the other group members?  
Is there anyone, are there people, what am I trying to say, how have 
got on with them and has that affected your experience of coming? 
  
375 P I get on really well with all of them.  I can chat to all of them on a one  Get on really well with everyone Camaraderie 
376 P on one  basis, or altogether as a group, or couple of us, we all have    
377 P a wicked sense of humour, poor Cara and Fiona when we all start  
We all have a 
wicked sense of 
humour 
Banter 
378 P laughing and that, terrible.  So it's fun Laughter  
379 I Why is that?   
380 P cos we feel like naughty schoolgirls b cause we are all giggling and Naughty school girls giggling  
381 P having a laugh but they are sat there like, we really have to move on,  Facilitators move us on 
Facilitator 
decision-making 
382 P we just sit there  like schoolgirls, but it is a fun environment, its even  Fun environment Fun environment 
383 P though we are learning, we can have a giggle,  it is serious as well.   
Have a giggle 
even though its 
serious 
 
384 P Cos obviously we are all unwell, but we all support each other, we all  Support each other Supportive 
385 P cheer each other up, if we have had a crap week, you can guarantee    
386 P you will come here and this definitely perk you  up Cheer each other up Care 
387 I Very nice to hear. What do you think has helped you all to be able to get on?   
388 P We are like borderline and understand each other, no it probably all,  
We understand 
each other 
because we have 
the same 
diagnosis 
Understanding is 
experiencing 
389 P we are all different ages, so its not all like the same age, we are  not   Feel understood 
390 P the same era, we are not the same race, some of us, so its just a  
Even though we 
have differences, 
we all get on 
Individual 
differences 
391 P nice mix, we just seem to get on well with each other  I don't know    
392 P what has made us get on well,   
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Michael – Group 2 
LN I/P Narrative Description Initial Code 
428 I which style did you prefer?   
429 P I preferred the way that Beverley did it but at the same time I like    
430 P the informality of the group, how it was because it did give us the  
I like the 
Informality of 
group 
Fun environment 
431 P opportunity to just laugh and joke around and get things done  
Laughing and 
joking as important 
elements of 
sessions 
Banter 
432 P within the group, sans the facilitators doesn't, they, they, both    
433 P styles have the merits   
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Mary – Group 2 
LN I/P Narrative Description Initial Code 
49 P We all had a laugh and the last few weeks we have a bit of a laugh  
Last few weeks we 
have had a laugh 
and makes a 
difference 
Banter 
50 P and that makes such a difference.   
51 I And what do you think has contributed towards that shift   
52 P I think it is because we are a cohesive Group 1nd we will support one  
We are a cohesive 
group 
We support one 
another 
 
Supportive 
53 P another and we are all on the same level, and I think the leaders of  We are all on the same level Camaraderie 
54 P the group have sort of relaxed a bit because everybody is there on  Facilitators have relaxed Relaxed over time 
55 P time.  If there isn’t somebody there then we are allowed, allowed  New rule for lateness Collaboration 
56 P we go out about 10 passed and see if there is anyone there, but if   Facilitator decision-making 
57 P there is not that's it they don't come in.  So that's much more relaxing    
58 P in the Group 1nd everybody comes in and they sit in the same places  
Everyone sits in 
the same place  
59 P all the time and strangely that I find it quite relaxing as well.  I think it   Increased intimacy 
60 P is just generally everybody has taken a breath and just chilled out a  
Everyone has 
chilled out a bit 
more 
Relaxed over time 
61 P bit   
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3. Recognising Positive Change 
3.1. Increased self-awareness. 
 
  
Alison – Group 1 
LN I/P Narrative Description Initial Code 
135 P As it’s gradually gone on introducing ‘pots’ which has been brilliant  Introduced POTS  
136 P because I think its good it coming at the beginning of the group cos   Timing of topics 
137 P now I totally understand intensity and where I am, which has  
Didn’t understand 
intensity of 
emotions before 
Relating to content 
138 P managed, I can see it moving in my head before I didn't understand  Can noticed feelings now 
Learning new 
information 
139 P what it was, I now know  why because  it is part of illness a 1 to 5 I   y 
140 P just know I was getting angry so for them to put it down on paper  Didn’t used to understand anger 
Didn’t know what 
was wrong before 
141 P and explain it, it sort of explained it for me and now I can use that   The material explained it  
142 P everyday.  I use it positively like if I know if I am getting stressed    
143 P out, I think right where am I, I am at 3, right I don't want to get to  
Notice feelings are 
rising and 
prepared to do 
something 
Notice emotional 
intensity 
144 P 4 or 5 cos it is going to get bad, so what am I going to do and then    
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Mary – Group 2 
LN I/P Narrative Description Initial Code 
173 I and why, why do you think that was important to you, what was it  about that process   
174 P about being able to focus on what's.  Because, as you know the    
175 P STEPPS programme is 1 to 5 and I was living, at the time without  
Didn’t realise 
emotional intensity 
before group 
Learning new 
information 
176 P even knowing it in a 4 and the slightest thing 5, so when it was all    
177 P mapped out like that I could see that, that's where I was but there  It was mapped out and I could see it Relate to content 
178 P are other things in between, so rather than constantly thinking,  
Realised that 
there was an 
between (grey) 
Notice emotional 
intensity 
179 P unlike sort of out of my head all the time, I could actually look and    
180 P think, well hang on a minute, I was out like that because of this, but  
Became more 
aware of own 
emotional intensity 
Material starts to 
click 
181 P actually it was down there to start with, so made me rethink  STEPPS made me rethink  
182 I the pots were particularly helpful and noticing your intensity   
183 P absolutely, and the whole all the way through there have been    
184 P things that I know, I have learnt from the STEPPS group, along  Learnt things I didn’t know before 
Learning new 
information 
185 P those lines, that I didn't before, and I can recognise the behaviours    
186 P that I had before the STEPPS Group 1s, Oh God yea I was doing    
187 P this, this and this, do you know what I mean, I can now look at it and  Can now notice it Learning skills 
188 P think and pick it apart  Can now pick it apart  
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Sarah – Group 2 
LN I/P Narrative Description Initial Code 
419 I 
We are going to talk a bit more about that because I think it is really  
important part of STEPPS group.  Before we do that I just want to 
get a sense from you, do you think anything has changed for you 
personally since you started the group. 
  
420 P I have been a lot better at setting my own boundaries for what I can  
Better at setting 
my own 
boundaries 
Learning new 
skills 
421 P and cannot cope with because it will be saying I can, one of the    
422 P filters is like subjugation and self-sacrifice,  you tend to always do  Learning my filters Learnt about thinking styles 
423 P things that someone else wants you to do things, and one thing that   
424 P  I have learnt since being here is if I am out and about with friends or   
425 P  family and I can feel my anxiety rising to say, look I need to take  Can notice anxiety rising 
Notice emotional 
intensity 
426 P myself out and calm down, I have been able to kind of implement    
427 P that and say, look I am going to go and calm down now, kind of  Can implement skills Automatic skills 
428 P thing, rather than kind of keep going, keep going and just hope that    
429 P it will go away and then eventually it would get worse and all that    
430 P kind of thing.  So in that way I have seen a change in me in that I am    
431 P able to see where my limits are and how to cancel out any intensity  I can notice my limits Learning skills 
432 P that comes up Can cancel out intensity  
433 I The brilliant Pot isn't it, you notice when its simmering before it  starts to boil over   
434 P and then to be able to divert it, that's the biggest thing I have seen   
 133	
	
3.2. Mastering skills 
Alison – Group 1 
LN I/P Narrative Description Initial Code 
166 I So do you think then that the content of the material that's covered  is really of benefit for you   
167 P I do, I do, maybe at  the beginning I weren't sure, cos I didn't  Wasn’t sure at first Initial scepticism 
168 P understand it, but actually as you go along and  you look back you  Didn’t understand it at first  
169 P think - no it's great, we have got an illness, we've got this BPD    
170 P You know, why we do what we do, we've got the challenging  
We do what we do 
because of our 
thoughts 
 
171 P thoughts, we've got the distancing and it actually will come    
172 P together and when you stop thinking about it in your mind it  
It came together 
when stopped 
thinking about it 
 
173 P makes sense Made sense  
174 I When do you think it came together for you   
175 P I don’t think I realised how well it had come together until maybe  made sense later in the group 
Material started to 
click 
176 P even only, I don't know, maybe 3 weeks ago, I don't know   
177 I So around week 13 week 14?   
178 P Yes maybe even a bit before, because I started to realise when I  
Didn’t used to 
know when I was 
stressed 
 
179 P started getting stressed what you going to do to distance yourself,   Learning new skills 
180 P Ok maybe I gonna go for walk, or and then I am going to  Now I go for walk and distance   
181 P communicate with my husband, look honey I am at 3 and a 4 so I  
Communicate with 
husband when I 
can feel emotion 
rise 
Notice emotional 
intensity 
182 P need to go away for a bit to come down and then I  am thinking Oh,    
183 P you know, why is  he being like that, he's being an idiot and then I   Learning about thinking styles 
184 P am challenging those thoughts, actually is  he being an idiot or am I  Challenge thoughts Learning skills 
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185 P thinking too much, and its quite clever actually how it works  Master skills 
Danni – Group 1 
LN I/P Narrative Description Initial Code 
150 I I mean just out of curiosity which bits have  you particularly found helpful?   
151 P The, I don't know what they call it, distracting, distancing so taking  Skills to take self out of situation Learning skills 
152 P myself out of a stressful situation, so if I was getting stressed at    
153 P work, or whatever, I  can take a step back in my head and yes calm  Can take a step back Mastered skills 
154 P myself down.  Otherwise I know before I would kick straight off and  I used to kick off  
155 P go mental, but now I can take a step back, and distract myself by  Can use skills to manage feelings  
156 P walking away from it, just for a, you know, if I need what half hour I    
157 P can just sort it out   
158 I that's so amazing   
159 P rather than really getting upset, it really affected.  It usually affected    
160 P my week if something started, well triggered me off, but now I can  
I can get over 
things more 
quickly now 
 
161 P get over things in a couple of days,  I wish Ii can get over it in    
162 P seconds, but it is still early days. Still early days 
Realistic 
expectation of 
recovery 
163 I So you noticing that you can distance yourself in situations, first of all you can notice the situation that you need to distance yourself from..   
164 P Otherwise before I wouldn't have had a clue, and even now if  Before I wouldn’t have a clue 
Learning new 
skills 
165 P something is coming up, I don't know, friends said something that    
166 P something was going happen, we are going out, or what have you    
167 P and I think right now, before I would be like yes lets do it,  
Before used to not 
think things 
through 
 
168 P spontaneous jumping about, now I take a step back and think mmm I  Take a step back and plan 
Notice emotional 
intensity 
169 P think something here might trigger me, the train journey, I don't like    
170 P trains, that might trigger me off, how can I get around that.  Now    
171 P don't get me wrong I wouldn't totally avoid it, I would take,   Mastered skills 
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172 P headphones music, something to distract me just while I am on the  Use skills to manage 
Personal 
achievement 
173 P train, I don't like public transport, I don't really like people, I  don't like   
174 P people in my personal space when it is busy like that, I just  don't like   
175 P it. So I will take things to distract myself and it works. Using the skills work  
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Alison – Group 1 
LN I/P Narrative Description Initial Code 
292 I What has helped contribute to that?   
293 P I think it is learning the skills like they go through the first week is  
Learning the skills 
has changed 
approach to 
situations 
Learning skills 
294 P about, you go through distancing and then the communicating,  
Distancing, 
communication, 
distraction 
 
295 P distraction and all that kind of think, so it is like you start to learn    
296 P the, or when you can feel an intense episode coming on, you've got   Notice emotional intensity 
297 P to distance, communicate and distract and all that kind of thing.  It is   
298 P  set out quite well in which bits they do first, because it is kind of  The material is set out quite well  
299 P you learn the skills first, and then tackle the problems you think  
Learn skills first 
and then tackle 
problems 
Mastered skills 
300 P those skills   
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Michael – Group 2 
LN I/P Narrative Description Initial Code 
459 I 
I suppose it is one of things that part of the reasons I am doing this  
interview is I want to get peoples perspective on STEPPS because 
of regardless it is probably going to roll out across the UK and it is 
good to know whether it is actually being useful to people 
  
460 P It is, it definitely is, it has genuinely changed my life for the better,  
STEPPS has 
changed my life 
for the better 
STEPPS as 
helpful 
461 P it doesn't mean..it doesn’t mean there is not going to be any bad  Life will involve ups and downs 
Realistic 
expectation of 
recovery 
462 P times, but I know I am more able to manage now,  it was like I  
STEPPS has 
made me more 
equipped to 
manage 
 
463 P was, it’s like……my Mum Is a diabetic, she has got type 1 diabetes    
464 P and..and.. before she knew she had,  Diabetes, it took months    
465 P leading up that when she got diagnosed with it, or developed, she    
466 P was shit, she had to keep going to hospitals and you know she was   Learning skills 
467 P going hyper, she was fainting and she was really sick and she was    
468 P you know  terrible and she got given insulin and I have been given  
STEPPS 
treatment is 
likened to an 
insulin injection 
 
469 P insulin. That is what it. was like   
470 I That's what the STEPPS group is for you?   
471 P yes you don’t have a working erm..emotion…..you have got your  You have emotional intensity  
 P emotional intensity, and you don't have a working forum to express it  
Don’t have a 
working model of 
expressing 
emotions 
Learning new 
information 
472 P and then by way of expressing it, shutting it down….. not shutting it  
Shutting it down, 
not shutting it 
down 
 
473 P down…. toning it down,	so	it	is	like	being	given	insulin	and	telling		 STEPPS	helps	to	tone	things	down	  
474 P you	how	to	load	and	telling	you	where	exactly	to	stab	yourselves		
STEPPS	treatment	
is	likened	to	an	
insulin	injection	
Mastered skills 
475 P and	telling	you	how	 	  
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3.3. From a position of scepticism to a position of realistic hope. 
 
 
Alison – Group 1 
LN I/P Narrative Description Initial Code 
51 I How long ago was that?   
52 P I was diagnosed in April last year in 2015 and then I went to steps,  Newly diagnosed 
Not knowing what 
was wrong before 
53 P sorry went to transitions in, trying to think when it was, I went later on    
54 P in the year maybe, I don't know July I can't really remember, but    
55 P anyway, when I went there, there was quite a few questionnaires to 
Questionnaires 
helped explain Gained answers 
56 P complete which  then really showed what was wrong, which was    
57 P very interesting and then they explained that they have the therapy  
Explained the 
therapy  
58 P and that we will be going into a programme of treatment for 20    
59 P weeks with a group of other people with the same illness and I  Same Commonalities 
60 P thought, Oh no, I don't really want to be dealing with everyone else, I    
61 P 
am struggling myself I don't want to listen to what’s going on with  
Worried about 
being with people 
with the same 
illness 
Initial anxiety 
62 P everyone else because I thought they may be difficult, or they would  
Worried others 
would be horrible  
63 P be horrible, or I wouldn't like them or they wouldn't like me and it    
64 P would make me really uncomfortable about going to therapy    
65 P 
because I would have all that extra worry on top.  So when they said  
All the extra worry 
on top joining a 
group 
 
66 P you are going to group I was like, Oh God, why can't it just be one on  
Wished it could be 
one to one Initial scepticism 
67 P one, so obviously at first I was very sceptic of that, but then when I  
Very sceptical at 
first  
68 P first came to group the first meeting I still had the worry, it was    
69 P 
interesting to see other people though with the same illness, and  
Interesting to see 
others with the 
same illness 
Commonalities 
Identification with 
peers 
70 P 
then gradually as time has gone on it's a pleasure to have that group 
Pleasure to have 
the group 
Supportive 
STEPPS as 
helpful 
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Michael – Group 2 
LN I/P Narrative Description Initial Code 
266 P  it's no use, I explain myself I don't show anybody that sort of thing,    
267 P mainly because of issues I have already, yes it has affected my life  
STEPPS has had 
an effect on my life 
for the better 
STEPPS as 
helpful 
268 P definitely for the better, I had no job when I started, as you know I    
269 P did have a job, a weekend job, but in the week I would just lie in  Lying in bed  
270 P bed  and do nothing at all, and just be depressed.  It goes up and  Past depression Life was difficult 
271 P down really because I go periods of I go a couple of months where I    
272 P will be  really depressed and then another couple of months when I  Past depression  
273 P would be really sort of OK is, and then it builds up and up and up    
274 P and then it sort of follows the cycle like that, erm .. alongside the  Depression cycle  
275 P mood swings every day, but I don't have as much mood swings any  
Different way of 
dealing with mood 
swings now 
 
276 P more.  Well I do, the things is I do but… it's almost like having a door    
277 P where you have to open it a certain way to be able to, you know,  
Learnt to push 
through 
depression 
Recognising 
progress 
278 P push it open, you have to  jiggle it a certain  way, and erm And ..now    
279 P I am just so used to it that I can just walk straight through, so  Life as easier  
280 P anything ...   
281 I and how has the STEPPS affected our ability to open that door   
282 P I feel more able to now… erm.. its..its.. I feel more able to open the  More open to thoughts Learn new skills 
283 P door, and I feel like it's my decision to  do that and it's for the better. I  My decision to use the skills Mastered skills 
284 P didn't want to get better before I didn't want to get better, I was  Scared of getting “better”  
285 
P 
scared of it.. cos I was so used to feeling shit.. I.. you know.. it was  
Feeling bad as 
being normal 
Feeling bad as 
being comforting 
 
286 P my comfort zone, so it's given me the skills to be able to open that  Use skills to push through difficulties  
287 P door and to do it quickly and to do it without thinking, yes to do it  Automatic Automatic skills 
289 P without thinking  Hopeful for future 
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Appendix 18 – Extracts from the Researcher’s Reflexive Diary 
Three examples have been taken from the research diary and presented below in order to demonstrate 
how the diary was used. For each example, brief contextual details are given before presenting the 
information. The impact of each example was then considered at two levels: practical/methodological 
implications, and secondly, the highlighting of assumptions and values on the part of the researcher 
throughout the research process. 
 
Example 1 
The first example is taken from an early stage of the research process after I had completed three 
interviews at Site 1. After meeting with the facilitators and members of the group at Site 2, I noticed 
some inconsistencies in how the groups were running and this made me question how these differences 
would affect the homogeneity of the two groups within the sample. The concerns were expressed in the 
diary as follows: 
 
… the way that the second site has recruited participants to their group is quite different to 
the way Site 1 did. For starters, Site 2 adopted an approach where they seemed to invite 
as many referrals meeting the criteria. There seemed to be an assumption in this team that 
attrition will be high and thus the group needs to start out with a higher number of people 
to account for drop out. As predicted at least half of the group dropped out. It makes sense 
that the facilitators are concerned about resources and ensuring as many service users 
can benefit from it as possible. I’m not sure how effective it is as a strategy; people are 
bound to be more put off sat in a room full of loads of people when compared to a smaller 
group. No wonder there are drop outs? Site 1 used a different recruitment method 
altogether, and I am wondering if that was better. They invited a small number of referrals 
and instead of meeting them only once prior to the group to screen them, each group 
member met with a facilitator individually three times. The lead facilitator at Site 1 told me 
they had adopted this practice because they felt it helped to prepare service users for the 
group, it provided a better check for suitability and also improved retention. It doesn’t 
necessarily matter which recruitment strategy is better, although it is something I could 
reflect on in my discussion. The fact that there were differences will matter to my research. 
Group members at Site 1 will have spent more time with facilitators prior to the group which 
might mean there will be different qualities to the therapeutic relationships with facilitators, 
in comparison to Site 2. I don’t know how significant this will be and whether differences in 
the data will emerge as a consequence. This is definitely something to watch out for… 
 
With regards to practical/methodological implications, this example raised my awareness for the need 
to assess the differences between the groups, and how these differences may have affected the 
experiences of individuals attending the STEPPS group. This lead me to ask more questions about the 
importance of homogeneity and heterogeneity in qualitative research and the impact sampling can have 
on the development of themes (Guest et al., 2006). In anticipation of the possibility of diverse views 
across the two groups as a result of these factors (an assumption on my part), I considered the 
importance of interviewing a similar number of participants at each site, so as to represent their views 
proportionately (i.e. quota sampling). Through looking at this issue, I was also able to question my own 
assumptions and ontological position. The fact that I struggled with this issue was perhaps a reflection 
of my lack of qualitative research experience, and greater familiarity with the quantitative research 
paradigm. As such I needed to question my concern with the generalizability of the findings and instead 
think more about the knowledge it generates in its own right (Adelman, Jenkins, & Kremmis, 1980). 
 
Example 2 
The second example relates to an interview I did early on where the client talked very positively about 
their experience of the STEPPS group. I noticed feeling surprised at how positive she was and which 
elements of the group she found helpful: 
 
…[Name] found it a very positive experience, enjoyed the group, thought the content was 
relatable, found the facilitators supportive, enjoyed being with the other members. In fact, it 
seemed that she found the experience of being with other individuals with BPD to be one of 
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the most important elements of the group, “we are the same”, something the facilitators 
couldn’t offer as they didn’t have BPD. Although the facilitators seemed to make up for it by 
their knowledge on the subject and experience working with other “humans” as she said it. 
She didn’t have much to report in the way of downsides to the group, which is curious. What 
surprised me most in all this was the fact she found the process of being diagnosed to be an 
integral part of her recovery journey. This process seemed to validate all the difficulties that 
had long been dismissed. She gave no indication that she was concerned about being 
labelled, or had any critique of it at all…. 
 
At the time, this example highlighted to me the insights that can be gained from understanding an 
individual’s own experiences within a group. The fact that I felt surprised when I was interviewing her, 
and subsequently when I was reading the transcripts, indicated to me that I probably had expectations 
entering into this research. This led me to question my own stance about the effectiveness of the 
STEPPS group and my initial scepticism regarding its effectiveness. Having worked in a specialist 
service offering a much longer and more intense therapeutic approach for this patient group, I likely 
operated under the assumption that all other available treatments were inferior in some way, and 
expected participants within the study to confirm these ideas of mine. What I learnt from this, was the 
importance of acknowledging my perceptions on STEPPS. Whilst I couldn’t be fully objective when 
analysing the data, I could make sure that my methodology was data-driven. Through monitoring my 
neutrality in the interviews and through conducting a line-by-line analysis focusing on semantic codes, 
it was possible to be more driven by the particiapant’s experiences rather than my own assumptions 
and ideas.  
 
Example 3 
The third example relates to an interview I did in which I felt frustrated in response to a participant being 
interviewed. I found her quite negative and some of her views were quite patronising and contradictory. 
Following the interview, I recorded the following comments in my diary: 
 
What a mixed message?! It seemed like she was determined to convince me that the 
STEPPS group was not good enough for her, whilst at the same time would recommend it 
to others. I could understand if she said it wasn’t good enough because she had not made 
any positive changes in her life. But, she listed a number of positive changes as a result of 
attending the group, albeit reluctantly. Did I push her to find positive changes to balance 
out her negativity? I wonder if any treatment would be good enough in her eyes?  
 
When I read through her transcript subsequently after the interview, I noticed it elicited similar feelings 
of frustration. This led me to consider the power dynamics within the interview and my role within that. 
Having been used to taking a therapist role, where arguably I am perceived to have more power in the 
relationship, I experienced the reverse in this interview whereby she arguably occupied a superior 
position. I think in part this was as a result of an assumption on her part that I had no experience in this 
area, and as such, she might have believed she had more authority on the subject matter in comparison 
to me. She probably does, she has lived it after all! It is possible though that I felt frustration in response 
to this process, which may have clouded by experience of her within the interview. I also noticed that 
after hearing the positive views of other participants, I found myself feeling protective of the group and 
therefore was probably making attempts to dismiss her negative views as they did not fit with the data 
collected so far. This experience highlighted the need to be aware of how my own frustration might 
impact on the interpretation of her transcript and the importance of practical efforts to increase my 
vigilance when assessing my interpretations. 
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Part II 
 
MRP Proposal 
 
 
How will therapeutic alliance effect the completion and outcomes of a STEPPS 
group programme for individuals with BPD? 
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Introduction 
Background and Theoretical Rationale 
Borderline personality disorder (BPD) is a debilitating disorder characterised by 
chronic instability in interpersonal functioning and self, difficulties with emotion 
regulation and impulsivity and patterns of unstable and intense interpersonal 
relationships (APA, 2000; Skodol, Gunderson, Pfohl, Widiger, Livesley, Siever, 2002).  
Psychotherapy has been defined as a primary treatment for BPD and NICE 
guidelines recommend “complex therapies” for individuals with BPD that should not 
last less than 3 months (NICE, 2009). “Complex therapies” are defined as those that 
provide treatment in more than one modality. Comprehensive psychosocial treatments 
have been developed, including mentalization-based therapy (MBT), transference-
focused-therapy (TFP), dialectical behaviour therapy (DBT) and schema-focused 
therapy (SFT). Implementing these long term therapies requires considerable 
investment by health services with relatively lengthy and expensive training and 
intensive commitment of resources.  
Systems training for emotional predictability and problem solving (STEPPS) is a 
cognitive-behavioural, systems-based skills development program for individuals with 
BPD (Blum et al., 2008a) developed in the US. It is delivered in a group format over 20 
weeks, following a manualised procedure, which covers a range of aspects of cognitive 
dysfunction and behavioural dyscontrol.  STEPPS is considered a “value-added” 
program implemented in addition to existing treatment programs (TAU) and other 
relevant psychological therapy models, providing the skills development aspect within 
the overall approach (Black et al., 2004). STEPPS in addition to (TAU), compared to 
 148	
	
TAU alone, has been found to make significant improvements in impulsivity, affective, 
cognitive and interpersonal domains within a Netherlands population (Van Wel et al., 
2010). Research on the delivery of STEPPS within the UK conducted by Harvey et al. 
(2010) found improved outcomes on symptom based measures. This suggests 
STEPPS provides a cost-effective alternative to more specialist treatments, which also 
meets the recommendations set out by NICE guidelines (NICE, 2009).  
 A review of treatment approaches by the Guideline Development Group 
preparing the NICE guidelines (NICE, 2009) concluded that the evidence for most of 
the recognised psychological treatments for individuals with BPD is inconclusive. 
Across all treatment approaches, there is still no current consensus on what factors 
influence outcome. Barnicot, Katsakou, Bhatti, Savill, Fearns et al. (2012) completed 
a systematic review of factors predicting outcomes. One consistent finding was 
individuals with BPD who experienced a stronger therapeutic alliance with their 
therapist in treatment often achieved greater symptom reduction. This finding fits well 
with the large body of literature identifying alliance as a strong predictor of therapy 
outcome, across diagnosis and therapeutic modality (Hovarth & Greenberg, 1994; 
Orlinsky & Howard, 1986; Priebe, Richardson, Cooney, Adedeji, & McCabe, 2011).  
Despite therapeutic alliance being well established in the vocabulary of 
psychotherapy treatment, it remains an ambiguous, multifaceted clinical concept 
without a uniform definition (Fitzpatrick, Iwakabe & Stalikas, 2005; Hovarth, 2005). 
Broadly speaking, the therapeutic alliance is considered a reflection of the patient’s 
affective relationship to the therapist, the capacity to work purposefully in therapy, the 
therapists’ empathic understanding and involvement, and agreement between 
therapist and patient on goals and tasks of therapy (Bordin, 1979; Gaston, 1990; 
 149	
	
Hatcher, Barends, Hansell & Gutfreund, 1995; Hovarth & Bedi, 2002). The ability to 
define therapeutic alliance and its ability to predict outcome in group therapy is less 
known. There is still a lack of consensus within group therapy of what factors contribute 
to the alliance with respect to the individual, the therapist and other group members. 
Crowe and Grenyer (2008) define group cohesion as referring to the relationship 
between all members of the group, including the therapists (Burlingame, Fuhriman, & 
Johnson, 2001). For the purposes of this research, this will be termed ‘Group 1lliance”. 
Therapeutic alliance refers to the individual relationship between the therapist and the 
group member not taking into account the other group member relationships. 
Therapeutic alliance measured early in therapy appears to be less reliable than might 
be expected as an outcome predictor under group therapy conditions (Crowe and 
Grenyer, 2008). This suggests that alliance under group conditions may take longer to 
form, perhaps influenced by the presence of relational demands of other group 
members.  
More information regarding the role of therapeutic alliance in the treatment of 
BPD would be valuable. It is clear that the interpersonal aspects of the disorder 
contribute greatly to the degree of suffering these patients encounter, and often 
interfere in their experience of psychotherapy (e.g. Bateman & Fonagy, 2004). 
Research into alliance and the effectiveness of STEPPS as an additive package in the 
treatment of BPD would contribute to the body of research looking at the different 
treatments available to commission in local services. In addition to this, identifying 
individuals’ alliance patterns within group settings could enable early identification of 
patients who may be at risk of poor outcomes or dropout and may therefore require 
more alliance-building efforts within therapy, or an altered treatment strategy. 
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Research Question and Main Hypothesis 
Research Question – How will therapeutic alliance effect the completion and outcomes 
of a STEPPS group programme for individuals with BPD. 
Main Hypothesis: 
Hypothesis 1 – Therapist and Group 1lliance will both predict therapy outcomes in the 
STEPPS group treatment. 
Secondary Hypotheses: 
Hypothesis 2 –Group 1lliance measured in later sessions will predict outcome better 
than in early sessions. 
Hypothesis 3 – Individuals with poorer therapeutic alliance scores will more likely to 
prematurely dropout of treatment. 
Hypothesis 4 – There would be a positive association between therapist and Group 
1lliance measures 
Method 
Design 
This study is a within-subjects repeated measures design, taking place within a 
naturalistic setting.  
Dependant variables. 
− Outcome scores - BEST scores (T20) (continuous variable) 
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− Dropout – if the individual finish the treatment (dichotomous variable - yes/no) 
Independent variables. 
− Baseline symptomology – BEST scores (T1) (continuous variable) 
− Individual alliance – WAI-S (continuous variable) 
− Group 1lliance – CALPAS-G (continuous variable) 
− Treatment location – sites will be coded 1 to 7 (categorical variable) 
Participants 
An a-priori G*Power (3.1) analysis (Faul, Erdfelder, Buchner & Lang, 2009) was 
conducted to determine the sample size required for this research. For hypotheses 
one and two, 43 participants would be needed in order to detect a moderate significant 
effect. In order to determine whether individuals who dropped out of therapy and those 
who completed in therapy different in alliance scores (hypothesis 3), a sample of 102 
participants would be required. To examine the correlations between the individual and 
Group 1lliance measures, 64 participants would be required. Due to the fact this 
research will be conducted within a naturalistic setting across multiple sites, the 
recruitment of participants may prove difficult. As such as many participants will be 
recruited as possible, with at least enough to determine a power of 0.8 for the main 
regression analysis. 
Participants will be recruited from community mental health teams (CMHTs) or 
recovery services (CMHRSs) within Surrey and Borders Partnerships Trust (SABP), 
South West London and St Georges Trust (SWLSTG) and Sussex Partnership Trust. 
On average, approximately 20 individuals are invited to attend each STEPPS group 
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whilst approximately 6-10 individuals actually completing the 20th session. Seven 
STEPPS groups will be therefore be required to take part. At present, three separate 
sites within SWLSTG have agreed to take part in this study and eight other sites across 
the aforementioned trusts have been contacted and asked to participate.  
Due to the fact service users will be recruited from naturalistic settings there will 
be no demographic inclusion or exclusion criteria. As this group has been developed 
for individuals with emotional intensity difficulties, it is likely that the majority of group 
members will have difficulties consistent with BPD. However, not all participants will 
have undergone psychiatric assessment and given a formal diagnosis of BPD. It is not 
feasible for this study to undertake structured clinical interviews to determine Axis 2 
diagnoses. For descriptive purposes, however, all participants will be screened for 
BPD symptomology using a self-report measure (MSI-BPD).  
The only exclusion criteria will be that participants will complete at least 75% of 
the treatment programme (15 groups) in order to be included within the analysis. This 
is to control for the potential influence attendance will have on alliance formation and 
outcomes. 
Participant factors and therapist factors will also be collected as they may 
influence alliance formation and the outcome of treatment. Participant factors will 
include but are not exclusive to age, gender, any known psychiatric comorbidity, 
medication etc. Therapist factors will include the level of experience facilitators have 
running the STEPPS Group 1s well as working with individuals with emotional 
instability difficulties.  
 153	
	
Measures/Interviews/Stimuli/Apparatus 
To measure the therapeutic alliance between the patient and therapists 
facilitating the groups, the Working Alliance Inventory – Short Form (WAI-S) will be 
used. This instrument is a 12-item version (Hatcher & Gillaspy, 2006) of the 36-item 
Working Alliance Inventory (WAI) originally developed by Hovarth & Greenberg, 1989) 
measured on a 7-point Likert scale. This measure has been found to have strong 
internal consistency (Cronbach’s α) ranging from .91 to .92 for the total score and .85 
to .90 for the subscale scores (Hatcher & Gillaspy, 2006) and good reliability (α = .80; 
Munder, Wilmers, Leonhart, linster & Barth, 2010). Given that patient-rated alliance 
tends to be a better predictor of outcome than therapist-rated alliance (Hovarth and 
Symonds, 1991), only patient ratings will be used. The WAI-S consists of three 
subscales, ‘Goal’, ‘Bond’ and ‘Task’. A total score as well as subscale scores will be 
investigated as part of the analysis. 
To measure Group 1lliance a different alliance self-report measure will be used 
to ensure service users are considering the alliance with the Group 1s a whole rather 
than the individual therapists. The California Group Psychotherapy Alliance Scale – 
Short Form (CALPAS) has been found to have good convergent validity with the WAI-
S (r = .85; Hovarth and Greenberg, 1989). The group version of the CALPAS-G 
instrument is a close variation of the CALPAS-P that is used in individual therapy 
settings, where the wording is changed from “therapist” to “the group” (Gaston & 
Marmar, 1994; 1993; Gaston & Schneider, 1992). It consists of 12-items on a seven-
point Likert scale (range= 0 to 6). It contains four subscales. The Patient Working 
Capacity scale (PWC), the Patient Commitment scale (PC), the Working Strategy 
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Consensus (WSC) scale and the Member Understanding and Involvement scale (MUI) 
(Gaston & Marmar, 1993). 
The Mclean Screening Instrument for Borderline Personality Disorder (MSI-BPD; 
Zanarini, Vujanovic, Parachini, Boulanger, Frankenburg and Hennen. 2003) will be 
used to screen individuals for BPD symptomology. The MSI-BPD is a 10 –item, true-
false, self-reported questionnaire for DSM-IV BPD. The screen is regarded as positive 
when seven or more positive symptoms are present. I have yet to purchase the license 
for this measure and therefore have been unable to attach a copy. Once my proposal 
has been approved then I will purchase the license. 
The Borderline Evaluation of Severity Over Time (BEST; Blum et al., 2002a; 
2002b; Pfohl et al., 2009) is a 15-item self-report measure rated on a Likert scale. This 
measure was developed by the authors of the STEPPS program as a way to yield a 
“snapshot” of the patient’s “status” and is routinely administered at the beginning of 
each of the 20 sessions. The measure consists of three subscales: A (thoughts and 
feelings); B (behaviours-negative); and C (behaviours-positive). This measure 
demonstrates adequate reliability, good internal consistency (α = 0.9 – 0.92; r=0.62, 
n=130, P<.001; Pfohl et al., 2009), convergent and discriminant validity (Pfhol et al., 
2009).  For the purpose of this research, only pre- and post- scores taken from the 1st 
(T1) and 20th (T20) session will be used in the data analysis. 
Procedure 
Please see Figure.1 for an outline of the procedure. The Clinical Psychologists 
who are identified as the lead clinicians for STEPPS programmes in SABP, SWLSTG 
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and Sussex Partnerships have all been emailed with an outline of the research aims 
and procedures. When at least seven sites have been identified within these regions 
whom are willing to participate, the Research and Development teams will be 
contacted and Ethical approval sought. Each group runs for 20 weeks, and to ensure 
enough time for data collection, each site identified will need a STEPPS group running 
between April 2015 and December 2015 (see GANNT chart below appendices). Where 
possible, I will attend the introductory session of the STEPPS group to explain my 
research aims and gain informed consent from the participants. Where not possible, 
the facilitators of the group will obtain informed consent. At the end of the introductory 
session, all consenting participants will complete an MSI-BPD screen, and asked for 
demographic information. At T1 and T20, participants will complete a BEST. The WAI-
S and CALPAS alliance measures will be administered at T1, T3 and T5. Alliance 
measures will also be taken at session T15. The facilitators of the group will be asked 
to keep all copies of the measurements and   scales in    a    secure  
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Figure 1. Procedure outline 
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location to protect the anonymity of the participants. After data collection has been 
completed, I will offer the opportunity for participants to be debriefed regarding the 
nature of the research with the option of receiving information about the outcomes of 
the research. After the results are analysed, I will then return to the sites to disseminate 
and feedback the outcomes of the groups for their respective site and also the results 
as a whole. 
Ethical Considerations 
Due to the nature of this research and the study being conducted within an NHS 
context, an ethics application to the NHS Ethics and the University Faculty Ethics 
committees will be sought. As this research is being added to an existing treatment 
provided for clients with emotional difficulties, clients will not be subjected to any 
changes in the standard manualised delivery of STEPPS programme. The addition of 
the MSI-BPD may elicit difficult feelings for the clients in coming to terms with the 
nature of their difficulties, especially if a previous diagnosis of BPD has not previously 
been discussed with them. However, due to these topics being addressed within the 
treatment, participants will have an opportunity to discuss their feelings about this. With 
regards to the alliance measures, thinking about their relationships with the Group 1nd 
facilitators may elicit difficult feelings for the participants, which they may not be 
discussed within the content of the groups. In order to manage these difficulties, there 
will be an opportunity for clients to be debriefed at the end of the treatment programme. 
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R&D Considerations 
The R&D teams in SABP, SWLSTG and Sussex Partnerships have been 
informed about the proposed research. SWLSTG have requested that an Ethics 
proposal is first submitted and approved before R&D proposal can be granted. SABP 
and Sussex Partnership require an Expression of Interest form to be submitted. Due 
to the inconsistencies in practices across the different Trusts, R&D approval will be 
sought after an Ethics application has been approved. 
Project Costing 
MS-BPD questionnaires – 2 packs of 50 = £55.48 
Travel costs to sites estimate - £100 
Participation incentives e.g. confectionary - £40 
Proposed Data Analysis 
A multiple linear regression will be used to determine whether the alliance 
measures can predict the effectiveness of the STEPPS treatment (hypothesis 1 and 
2). The dependant variable will be the BEST score taken from T20. Baseline BEST 
scores (T1), the coding of the different site (1-7), and both early (T5) and late (T15) 
individual and Group 1lliance scores will be entered as predictor variables into the 
regression model. If the site explains a significant portion of the variance in outcome, 
the therapist factors and participant factors will also be entered into the model. 
The difference in alliance scores for those who completed and those who 
dropped out of therapy will be analysed using independent t-tests (hypothesis 3). As 
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participants are most likely to drop-out early in treatment, the last known alliance 
scores (T1, T3 or T5) will be used depending on when the client dropped out of 
treatment. 
A Pearson’s correlational analysis will be conducted to assess the relationship 
between WAI-S and CALPAS-G scores (hypothesis 4). 
Involving/Consulting Interested Parties 
The interested parties for this piece of research include service managers, 
STEPPS facilitators involved in the study and service users who have undergone the 
treatment programme. I have asked permission to ask group members of a STEPPS 
group currently running to opt into a focus group to discuss the nature of this research 
and gain feedback. I will also be consulting with participating service managers and 
facilitators about the feasibility of the procedures involved before submitting a final 
proposal to the ethics committees. 
Contingency Plan 
The contingency plan for this study is quite restricted due to the existing time 
constraints in place. Recruiting enough participants will prove to be the main challenge. 
However, given the fact this research is being conducted within a natural setting, there 
is general acceptance of these restrictions within treatment research. In an attempt to 
prevent this, additional sites will be recruited to maximise the potential sample size.  
Due to the fact this design places quite a high demand on both the facilitator 
administration of measures as well as the demand placed on participants in filling out 
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the questionnaires there may be gaps in the measures obtained. If this is the case, 
emphasis and priority shall be given to the alliance measures taken at an early stage 
(T5) and later stage (T15) of treatment and measures at T1, T3 will be removed from 
the study. 
As a last resort, if after the recruitment process, less than 43 participants can be 
recruited to the study, a qualitative design will be implemented. There is still a need 
within the research to explore the experience of alliance within group settings with this 
client group, and this would provide an opportunity to do this.  Qualitative research 
would also provide the methodology to discuss the ruptures and repairs in treatment 
and how this impacts on alliance. I would conduct a series of interviews early and later 
in the treatment process using a semi-structured interviews. The transcripts would be 
analysed using inductive thematic analysis.  
Dissemination Strategy 
After the data has been analysed, each site will receive feedback regarding the 
outcomes of their Group 1nd the patterns of alliance found in a summary report, with 
the option of a meeting if preferred. This could provide valuable information in 
evaluating the STEPPS programme within their service. I will also provide a summary 
of research findings as a whole in the form of an oral presentation within their regional 
psychology team meeting. This research will also be written up for publication. Similar 
research has been published in the Journal of Personality Disorders and the Journal 
of Clinical Psychology and therefore these would be target publications for this 
research. 
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Abstract 
Background: The interpersonal patterns of individuals with Borderline Personality 
Disorder (BPD) contribute greatly to the degree of suffering encountered and often 
interfere with the experience of treatment. A synthesis of research pertaining to the 
therapeutic alliance could facilitate identification of specific factors influencing the 
effectiveness of treatment for these individuals. 
Method: A systematic search of PSYCInfo, PSYCArticles, Medline, Web of Science 
and Scopus identified research looking directly at the therapeutic alliance in patients 
diagnosed with BPD. Non-English language papers and dissertations were excluded. 
Results: The studies reviewed addressed a number of relevant questions pertaining 
to treatment retention, outcome, treatment comparisons, alliance trajectory and patient 
characteristics. There were two main reliable findings: stronger therapeutic alliance 
improved retention and outcomes of psychotherapy treatment. 
Conclusion: Individuals with BPD are more likely to benefit from treatment if a stronger 
therapeutic alliance is established early within therapy. There is little evidence to 
suggest any specific treatment for BPD is more effective at building therapeutic 
alliance. Specific treatments for BPD may be improved by further research aimed at 
identifying potential client, therapist and treatment factors influencing therapeutic 
alliance. 
Keywords: therapeutic alliance, borderline personality disorder 
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Statement of Journal Choice 
Clinical Psychology Review publishes reviews of topics relevant within the field 
of clinical psychology. The scope of papers submitted to this journal cover diverse 
areas relating to clinical practice, including but not exclusive to psychopathology, 
psychotherapy, behaviour and cognitive therapies, community mental health and 
assessment. This journal aims to publish cutting edge research that will further 
advance the science and/or practice of clinical psychology and is therefore aimed at 
psychologists and clinicians working within the field of mental health. This journal has 
a high impact factor of 6.696, which could reflect the fact review articles are more likely 
to be cited. 
The contents of this review fit well with the scope of this journal, as it is a novel 
attempt at increasing understanding of the therapeutic alliance and how it relates to a 
specific population of individuals with a borderline personality disorder. This 
information can be utilised by clinicians working in mental health settings to improve 
the effectiveness of treatments offered and will identify areas of clinical practice and 
research needing further development.  
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Introduction 
Borderline personality disorder (BPD) has a prevalence rate of 1-2% in the 
general population, although it affects up to 20% of psychiatric inpatients (Torgersen, 
Kringlen & Cramer, 2001). This debilitating disorder is characterised by chronic 
instability in interpersonal functioning and self, difficulties with emotion regulation and 
impulsivity and patterns of unstable and intense interpersonal relationships (APA, 
2000; Skodol, Gunderson, Pfohl, Widiger, Livesley, Siever, 2002). It is clear that the 
interpersonal aspects of the disorder contribute greatly to the degree of suffering these 
patients encounter, and often interfere in their experience of psychotherapy (e.g. 
Bateman & Fonagy, 2004). In an effort to overcome interpersonal difficulties that 
manifest in therapy, psychotherapy models have been adapted or developed for 
individuals with BPD to specifically target the maintenance of a therapeutic 
relationship, something considered especially important for effective intervention 
(Gunderson, 2008). For example, Transference Focused Psychotherapy (TFP) 
focuses on early interpretations of patients’ attitudes toward treatment and the 
therapist avoids repeating disruptive relationship patterns (Kernberg, Yeomans, 
Clarkin & Levy, 2008). Dialectical Behaviour Therapy (DBT) emphasises therapist 
acceptance and validation of the patients’ emotional experience and explicitly attends 
to any behaviours that interfere with the continuation of therapy (Linehan, 1993). 
Schema Focused Therapy (SFT) addresses lifelong maladaptive coping strategies, 
emphasizing a collaborative interaction between the therapist and patient (Young, 
Klosko & Weishaar, 2003). Mentalisation Based Therapy characterises the 
fundamental problem in BPD to be disorganised attachments as a consequence of 
mentalization failures. The management of the attachment relationship between the 
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therapist and patient is therefore central to the therapeutic process (Bateman & 
Fonagy, 2004). Some of these have been demonstrated more effective than treatment 
as usual in randomised-controlled trials, in terms of improving symptoms for BPD such 
as self-harm and general psychiatric symptoms, although outcomes vary (Bateman & 
Fonagy, 1999; Blum, John, Pfohl, Stuart, McCormick, Allen et al., 2008; Doering, Hörz, 
Rentrop, Fischer-Kern, Schuster et al., 2010; Giesen-Bloo, Dyck, Spinhoven, van 
Tilberg, Dirksen et al., 2006; Linehan, Armstrong, Suarez, Allmon & Heard, 1991; 
Linehan, Comtois, Murray, Brown, Gallop et al., 2006). Some patients receiving these 
treatments experience markedly better outcomes than others despite receiving the 
same treatment and the reasons for this are unclear.  
There is still no current consensus on what factors influence the outcome of 
psychotherapy for BPD. Barnicot, Katsakou, Bhatti, Savill, Fearns et al. (2012) 
completed a systematic review of factors predicting the outcome of psychotherapy. 
One consistent finding from the research was that individuals with BPD who 
experienced a stronger therapeutic alliance with their therapist often achieve greater 
symptom reduction. This finding fits well with the large body of literature identifying the 
alliance as a strong predictor of therapy outcome, across diagnosis and therapeutic 
modality (Hovarth & Greenberg, 1994; Orlinsky & Howard, 1986; Priebe, Richardson, 
Cooney, Adedeji, & McCabe, 2011).  
The concept of therapeutic alliance was first introduced by Sterba in the early 
twentieth century, and originated in psychoanalytic thinking of transference and 
counter transference (Sterba, 1934; Freud, 1936). This concept was then 
operationalized more broadly in the psychotherapeutic literature (Anderson & 
Anderson, 1962; Bordin, 1979; Greenson, 1965; Lubor
 169	
	
1975; & Rogers, 1965). Despite therapeutic alliance being well established in the 
vocabulary of psychotherapy treatment, it remains an ambiguous, multifaceted clinical 
concept without a uniform definition (Fitzpatrick, Iwakabe & Stalikas, 2005; Hovarth, 
2005). Broadly speaking, the therapeutic alliance is considered a reflection of the 
patient’s affective relationship to the therapist, the capacity to work purposefully in 
therapy, the therapists’ empathic understanding and involvement, and agreement 
between therapist and patient on goals and tasks of therapy (Bordin, 1973; Gaston, 
1990; Hatcher, Barends, Hansell & Gutfreund, 1995; Hovarth & Bedi, 2002). 
The therapeutic alliance has been described as one of the core common factors 
enabling psychotherapy clients to achieve change, regardless of therapeutic modality 
(Frank, 1971; Wampold, 2001). Barnicot et al.’s (2012) findings indicate that the 
alliance as a common factor extends to BPD also, and highlights the importance of 
common factors even in highly specific therapy models. More information regarding 
the role of therapeutic alliance in the treatment of BPD would be valuable, firstly 
because identifying individuals’ alliance patterns could enable early identification of 
patients who may be at risk of poor outcomes or dropout and may therefore require 
more alliance-building efforts within therapy, or an altered treatment strategy. 
Secondly, further understanding of how therapy characteristics impact on therapeutic 
alliance could enable helpful factors to be identified. Therapies can then be modified 
in order to enhance these helpful factors. Thirdly, understanding the role of personal 
characteristics on the formation of therapeutic alliance would enable individual 
difference markers to be identified so as to understand discrepancies in alliance 
formation between patients.  
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An existing attempt to synthesise research on therapeutic alliance was conducted 
by Barnicott et al. (2012) who briefly appraised and summarised the findings of five 
relevant studies. This was part of a wider review on predictors of outcome for BPD, 
and therefore, a number of studies looking at the role of therapeutic alliance were not 
included. The aims of this study are, therefore, to systematically and critically review 
the role of therapeutic alliance in the psychotherapy treatment for BPD. 
Method 
Search Strategy 
Searches of title and abstract content were performed in April 2014 in the 
EBSCOhost (PSYCInfo, PSYCArticles, Medline), Web of Science, and Scopus 
databases. The search terms used were combinations of “borderline personality 
disorder” OR “emotionally unstable personality disorder” with terms used to designate 
the therapeutic alliance: “therapeutic alliance” OR “working alliance” OR “therapeutic 
relationship” OR “Group 1lliance”; with terms to designate therapeutic 
characteristics/processes: “symptoms” OR “recovery” OR “improvement” OR 
“depression” OR “anxiety” OR “self-harm” OR “self-injury” OR “parasuicide” OR 
“suicide” OR “dropout” OR “retention” OR “ premature termination” OR “personality”.  
Inclusion Criteria 
Studies were included if they evaluated the prospective relationship between 
therapeutic alliance and patient characteristics, treatment processes or symptom 
change during psychotherapy for BPD. Patient characteristics could include baseline 
mental health symptoms, personality traits and neuropsychological functioning. 
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Treatment processes were broadly defined to include any aspects of patient or 
therapist behaviours during treatment, or change in patients’ internal experiences. 
Symptom change could include BPD symptoms, Axis I symptoms, and other Axis II 
symptoms. All studies were excluded if they did not screen patients for a diagnosis of 
BPD and were only included if they used a measurement of therapeutic alliance within 
treatment. Non-English language studies and dissertations were excluded. 
All titles were screened and abstracts of potentially relevant studies were then 
screened. All potentially relevant full texts were obtained and then screened. The 
references of the full texts included within the review were screened for potential 
relevance. 
Results 
Search Results 
Selection of studies. Out of a total of 516 articles retrieved, a total of 15 met the 
inclusion criteria (see Fig 1.) The descriptive and methodological characteristics of the 
studies will be discussed before considering the study findings. All studies included 
within the review were assessed for quality. The standard quality assessment criteria 
for evaluating primary research checklist (Kmet, Lee & Cook, 2004) was used as a 
guide in critically appraising these studies.  
Description of studies. Table 1 provides a description of the studies included in 
the review. Two studies (Hirsch, Quilty, Bagb & McMain, 2012; Wnuk, McMain, Links, 
Habinski, Murray & Guimond, 2013) were secondary analyses from a parent RCT 
(McMain, Links, Gnam, Guimond, Cardish et al., 2009) and used data from the same 
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patient sample. Seven studies were randomised trials looking at between-group 
comparisons and eight studies completed observational analyses. Whilst 14 studies 
were concerned with assessing the therapeutic alliance in one-to-one therapy, one 
study also looked at group therapy (Marziali, Munroe-Blum & McCleary, 1999). In those 
studies reporting length of therapy (n=9) the number of sessions ranged from 10 
(Kramer, Berger, Kolly, Marquet, Preisig et al., 2011) to 455 (Yeomans, Gutfreund, 
Selzer, Clarkin, Hull & Smith, 1994). Most of the studies reported therapy that was 
delivered in outpatient settings, one study reported therapy was delivered in an 
inpatient setting (Salzer, Streeck, Jaeger, Masuhr, Warwas et al., 2013), one study 
recruited from both inpatient and outpatient settings (Yeomans et al., 1994), and six 
studies did not specify (Goldman & Gregory, 2010; Gunderson, Najavits, Leonhard, 
Sullivan & Sabo, 1997; Levy, Beeney, Wasserman & Clarkin, 2012; Pierò, Cairo & 
Ferrero, 2013; Richardson-Vejlgaard, Broudy, Brodsky, Fertuck & Stanley, 2013; and 
Wnuk et al., 2013).  
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Fig 1. QUORUM diagram showing paper retrieval process. 
 
Patient characteristics. All studies listed patient-related criteria for inclusion 
within their study and specified how clients were assessed for meeting the criteria for 
BPD. Three studies used more than one assessment to confirm diagnoses (Hirsh et 
al. 2012; Spinhoven, Giesen-Bloo, van Dyck, Kooiman & Arntz, 2007; Turner, 2000). 
Seven of the studies did not report who assessed for diagnoses and the remaining 
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eight studies reported the diagnosis was discussed or confirmed by more than one 
professional. In the majority of studies patients were excluded if they had a diagnosis 
of alcohol or substance use dependency, psychotic disorders, bipolar disorder, 
intellectual disability or organic mental disorders.  
Of those studies reporting the gender of patients in their final sample (n=13), two 
studies included only female patients (Yeomans et al., 1994; Levy et al., 2010), one 
study had a majority of male patients (51.4%; Amianto, Ferrero, Pierò, Cairo, Rocca et 
al., 2011.) and the remaining studies used predominantly female patients, ranging from 
63.3-92.5%. Further to gender, the majority of studies described the samples’ 
demographic and baseline clinical characteristics (n=11), however this information was 
not reported in four studies (Gunderson et al., 1997; Levy et al., 2010; Marziali et al., 
1999 & Yeoman et al., 1994), thus making it difficult to determine the external validity 
of their sample. There was considerable variation in the number of demographic and 
clinical variables reported across studies. Whilst some studies reported extensively on 
these, others listed fewer than four variables. This adds to the difficulties clearly 
describing this patient sample and has important implications for confounding variables 
that may not have been accounted for and also implicates the ability to replicate 
findings. One such variable is Axis I diagnoses. Whilst the majority of studies assessed 
for comorbid Axis I disorders, four studies did not (Goldman & Gregory, 2010; Levy et 
al., 2010; Marziali et al., 1999; Richardson-Veglgaard et al. 2013). Of the studies which 
did assess for comorbidity, eight clearly listed the prevalence of disorders within their 
sample whilst three did not (Amianto et al., 2013; Hirsh et al., 2012; Spinhoven et al. 
2007)  
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Description of treatment and therapists. A number of studies gave a 
description of the therapeutic treatment(s) provided in their study (n=10) however there 
was variation to the extent treatment was defined. Five studies reported therapeutic 
approach but did not go into any detail (Gunderson et al., 1997; Richardson-Vejlgaard 
et al., 2013; Salzer et al., 2013; Spinhoven et al., 2007; & Wnuk et al. 2013). Similarly 
whilst 10 studies reported monitoring adherence to the treatment approach, including 
the use of supervision, video or audio recording of sessions, or checklist integrity 
checks, five studies did not (Gunderson et al., Pierò et al., 2013; Richardson-Vejlgaard 
et al., 2013; Salzer et al., 2013; Wnuk et al., 2013). With regards to therapists, most 
studies commented on level of experience therapists had (n=9). The number of years 
of experience in delivering psychological treatment ranged from one to twenty-two 
years. To ensure quality of therapy, the majority of studies specified that all therapists 
had received specific training in the modality of treatment provided (n=12), three did 
not specify (Gunderson et al., 1997; Salzer et al., 2013; Wnuk et al. 2013). 
Measurement of therapeutic alliance. A number of different alliance measures 
were utilised (see Table 2.). The majority of studies used a measure of therapeutic 
alliance where higher scores indicated a stronger alliance. In two studies a higher 
score indicated poorer therapeutic alliance (TRES, DDPRQ). Scoring information was 
not available for the P-TAS and Group 1lliance Scale. The most commonly used 
measure of alliance was the WAI, which has demonstrated good validity and inter-rater 
and test-retest reliability (Martin, Garske & Davis, 2000). One difficulty comparing the 
use of this same measure across studies is the discrepancy in the researchers 
approach to scoring and reporting the measure. Of the eight studies using the WAI, 
two reported a total item score, two reported an overall mean score across subscales, 
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one used an average mean of subscales across raters and three studies did not 
stipulate. These differences in scoring, in addition to the different constructs used to  
measure alliance make studies difficult to compare and interpret with regards to which 
aspects of alliance are important when assessed in relation to BPD. 
The majority of studies used patient ratings of alliance (n=8). However, four 
studies used patient and therapist ratings of alliance within their study with one study 
combining scores for a total patient-and-therapist alliance score (Spinhoven et al. 
2007) Of the three studies using observer-ratings, two studies reported the observer-
rater had extensive rater training (Levy et al., 2012; Yeomans et al., 1994) whilst one 
did not specify (Goldman & Gregory, 2010). Of the two studies which utilised more 
than one observer rater, only Levy et al. reported the analysis of reliability across raters 
(ICC=.80).  
Study Findings 
The studies included within this review addressed a number of relevant questions 
relating to therapeutic alliance in the treatment for BPD. These variables have been 
categorised into five key areas: treatment retention; treatment outcome; treatment 
comparisons; alliance over time; and patient characteristics.  Although a meta-analysis 
would have been the preferable method to synthesise what is known in this research 
area (Hunter & Schmidt, 2004), due to the number of single study investigations this 
was not feasible. 
Alliance and Treatment Outcome. Six studies included within this review looked 
at the relationship between alliance and therapeutic outcome (Hirsch et al., 2012; 
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Goldman & Gregory, 2010; Gunderson et al., 1997; Marziali et al. 1999, Spinhoven et 
al. 2007, & Turner, 2000).  
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Table 1. Studies included within the review 
Author and 
Journal Year Location Design 
Sample 
Size Inclusion Criteria Treatment Type  
Therapeutic Alliance Research 
Focus 
Amianto et al.  2011 Italy Randomised 
between-group 
35 (a) met the criteria for diagnosis of BPD  
(b) age ranging between 20 and 50 years  
(c) heavy use of MHS throughout the prior year  
(d) no an acute comorbid Axis I disorder requiring hospitalization 
(e) no current substance dependence disorder  
(f) no mental retardation 
(g) no previous psychotherapy interventions 
STM =or SB-APP + 
STM  
Treatment Comparison 
Personal Characteristics 
Cottraux et al. 2008 France Randomised 
between-group 
51 (a) met the criteria diagnosis of BPD 
(b) aged 18-60  
(c) patients not living too far from the centres  
(d) no psychotic disorders with current delusions 
(e) no significant drug or alcohol addiction in the foreground 
(f) no antisocial behaviours 
(g) not currently receiving psychotherapy 
CT or RST Treatment Comparison 
Goldman and 
Gregory 
2010 US Observational 10 (a) met the criteria diagnosis of BPD  
(b) comorbid alcohol-disorder 
DDP Patient Characteristics 
Outcome 
Gunderson et al. 1997 US Observational 37 (a) met the criteria diagnosis of BPD  
(b) female 
(c) aged 17-35 
(d) starting a new psychotherapy 
(e) no lifetime diagnosis of schizophrenia, bipolar I, or an organic mental disorder 
(f) not admitted for chemical dependency 
(g) IQ 80 or above 
Either ‘dynamically 
informed’ or ‘cognitive-
behavioural informed’ 
treatments 
Rater Comparison 
Treatment Retention 
Time 
Outcome 
Hirsch et al.  2012 Canada Randomised 
Control Trial 
87 (a) met the criteria diagnosis of BPD,  
(b) aged 18–60  
(c) had at least two episodes of suicidal or non-suicidal self-injurious episodes in the 
past five years, at least one of which was in the three months preceding enrolment. 
DBT or GPM Patient Characteristics 
Time 
Outcome 
Kramer et al. 2011 Switzerla
nd 
Randomised 
Control Trial 
20 (a) met the criteria a diagnosis of BPD 
(b) aged 18 to 60  
(c) French speaking 
TAU or TAU + PA + 
MOTR 
 
Treatment Comparison 
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(d) no organic disorder or a persistent substance abuse/dependence which might affect 
brain function (memory, level of consciousness, cognitive abilities)  
(e) no psychotic disorder implying pronounced break in reality testing (chronic or 
intermittent), such as schizophrenia, delusional disorder, bipolar affective disorder I 
(a) no acute risk of suicide 
Levy et al. 2012 US Observational 39 (b) met the criteria diagnosis of BPD  Either DBT, TFP, SPT Patient Characteristics 
Marziali et al. 1999 Canada Randomised 
Control Trial 
34 (a) met the criteria diagnosis of BPD  
(b) aged 18-65 
(c) at least 1 prior psychiatric contact 
(d) no language difficulties 
(e) no neurological impairment 
(f) no primary diagnosis of alcohol or drug addiction 
(g) no physical disorders of a known psychiatric consequence 
IGP or IDP Patient Characteristics 
Time 
Treatment Retention 
Outcomes 
Pierò et al. 2013 Italy Observational 49 (a) met the criteria diagnosis of BPD  
(b) uniformity of gender distribution within the sample  
(c) aged 20-55 years,  
(d) no acute full-syndrome Axis I disorders requiring inpatient treatment  
(e) no substance dependence or abuse disorders  
(f) no of mental retardation,  
(g) no previous experiences with structured psychotherapy,   
(h) willingness to give informed consent to participate both in the study and in the 
treatment program. 
TAU + SB-APP Patient Characteristics 
Richardson-
Vejlgaard et al. 
2013 US Randomised 
Control Trial 
35 (a) met the criteria diagnosis of BPD 
(b) one episode of self-injurious behaviour and/or suicide attempt within the past 6 
months, and at least one additional episode and/or suicide attempt within the past 5 
years  
(c) capacity to be managed on an outpatient basis 
(d) not currently receiving optimal treatment.  
(e) not diagnosed with bipolar I disorder, schizophrenia, delusional disorder, 
schizophreniform disorder, schizoaffective disorder, psychotic disorder NOS, or 
intellectual disability, or if they presented with a condition that required acute 
treatment (such as severe anorexia or severe primary substance use). 
DBT or SPT Rater Comparison 
Patient Characteristics 
Salzer et al. 2013 Germany Observational 228 (a) met the criteria diagnosis of BPD  Inpatient 
psychotherapy 
Patient Characteristics 
Spinhoven et al. 2007 Netherlan
ds 
Randomised 
Control Trial 
78 (b) met the criteria a diagnosis of BPD, 
(c) a BPDSI-IV score above 20  
(d) aged 18-60 years  
(e) Dutch literacy. 
SFT or TFP Treatment Retention 
Treatment Comparison 
Time 
Outcome 
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(f) no psychotic disorders (except short, reactive psychotic episodes), bipolar disorder, 
dissociative identity disorder, antisocial personality disorder, attention-
deficit/hyperactivity disorder 
(g) no addiction of such severity that clinical detoxification was indicated (after which 
entering treatment was possible)  
(h) no psychiatric disorders secondary to medical conditions 
Turner  2000 US Randomised 
between-group 
design 
24 (a) met the criteria diagnosis of BPD 
(b) give written informed consent to participate in the study 
(c) had to accept random assignment to treatment 
(d) no diagnosis of schizophrenia, schizoaffective disorder bipolar disorder, organic 
mental disorders, and mental retardation 
CCT or DBT  Treatment Comparison 
Outcome 
Wnuk et al. 2013 Canada RCT 180 (a) met the criteria diagnosis of BPD  
(b) aged 18-60  
(c) a history of at least two suicidal behaviours or non-suicidal self-injurious (NSSI) 
behaviours in the past 5 years 
(d) at least one episode occurring in the last 3 months 
DBT or GPM Treatment Retention 
Yeomans et al. 1994 US Observational 20 (a) met the criteria a diagnosis of BPD 
(b) aged 18-45 
(c) female 
(d) no on-going substance misuse 
(e) no active major depressive illness at time of study, bipolar illness, schizophrenia, 
schizoaffective illness, organic brain syndrome, antisocial personality disorder 
Psychodynamic 
psychotherapy 
Treatment Retention 
MHS, mental health service; STM, supervised team management; SB-APP – sequential-based adlerian psychotherapy; CT, cognitive therapy; RST, rogerian supportive therapy; DDP, dynamic deconstructive 
psychotherapy; DBT, dialectical behaviour therapy; GPM, generic psychiatric management; TFP, transference focused psychotherapy; SPT, supportive psychotherapy; IGP, interpersonal group 
psychotherapy; IDP, individual dynamic psychotherapy; TAU, treatment as usual; CCT, client-centred therapy; PA, plan analysis; MOTR, motive oriented treatment response. 
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Four studies evaluating patient-rated alliance found evidence of a relationship 
with therapeutic outcome across multiple symptom constructs, however three of these 
studies were of poor quality due to small sample sizes and no intention-to-treat design 
in their predictor analysis (Hirsch et al., 2012; Marziali et al., 1999 & Turner, 2000). 
Marziali et al., found alliance accounted for a significant portion of variance in outcome 
at 12 months in individual therapy beyond that predicted by pre-treatment scores (early 
alliance: SAS, R2Change=.21, p<.001; BDI,  R2Change=.32, p<.05; SCL-90, R2Change=.42, 
p<.01; later alliance: SAS, R2Change=.16, p<.001; BDI, R2Change=.32, p<.05; SCL-90, 
R2Change=.36, p<.05). In contrast, in group therapy, only later Group 1lliance scores 
contributed significantly to the variance (SAS, R2Change=.23, p<.01; BDI, R2Change=.17, 
p<.05; SCL-90, R2Change=.32, p<.01). Turner found therapeutic alliance accounted for 
a large portion of variance in the patients’ improvements on a wide range of outcome 
measures (Rc=.628). Hirsch et al. found higher patient-rated alliance scores were 
associated with more positive outcome across a number of measures (BDI, b=-3.1, 
SE=.06, t=4.92, p<.05; SCL Positive Symptom Distress, b=-.01, SE=.00, t=3.51, p<.05; 
ZAN, b=-.07, SE=.03, t=2.53, p<.05; STAXI Trait Anger, b=-.11, SE=.03, t=3.66, p<.05, 
STAXI Anger-In, b=-.07, SE=.02, t=3.61, p<.05; & STAXI Anger Expression, b=-.09, 
SE=.04, t=2.10, p<.05). They also found a significant interaction between working 
alliance and time across a number of variables, indicating that the rate at which patient-
rated alliance increased throughout the course of therapy predicted clinical outcomes, 
with more rapid increases being associated with better results. Spinhoven et al. (2007), 
a study that conducted a robust analysis using a larger sample size and intention-to-
treat design, reported odds ratios suggesting that for each unit increase in the rating 
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of therapeutic alliance the odds of achieving reliable improvement or recovery from 
BPD increased by 1.36 and 1.39 times respectively.  
Goldman & Gregory (2010) using observer-related alliance found one significant 
positive correlation with change in outcome (BEST, r=.74, p<.05), but large effect sizes 
were observed on a range of outcome measures. However, due to the size of their 
sample (n=10), they had an increased risk of type II error. Their sample also had 
comorbid alcohol disorder, which limits the generalizability of these findings to the BPD 
population. 
In contrast to these five studies Gunderson et al. (1997) found therapist-rated 
alliance was associated with SAS-SR at three years (n=2) but found no statistically 
significant association between either patient or therapist-rated alliance scores on 
other measures of symptom change. However, they did not report the results of this 
analysis and it remains unclear if the effect sizes were poor or the power of the study 
was too small to detect an association between variables. This study also did not 
adequately control for treatment, treatment adherence or address the variation in 
therapist experience. These factors could have influenced alliance formation and 
therefore influenced patient outcomes. 
Alliance and Treatment Retention. Five studies looked at the relationship 
between therapeutic alliance and treatment retention (Gunderson et al., 1997; Marziali 
et al., 1999; Spinhoven et al., 2007; Wnuk et al., 2013; & Yeomans et al., 1994).  
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Table 2. Alliance measures used 
Measure of Alliance Paper Versions Description  Reliability  
WAI-P; Hovarth and Greenberg, 
1989) 
Richardson-Vejlgaard et 
al. (2013) 
Patient-rated (WAI-P) The WAI-P consists of a 36 item, 7 point-Likert-type self 
report measure composed of three subscales: Tasks 
(how responsive the participants (client and therapist) 
were to each other's focus or need); Goals (the extent to 
which goals were important, mutual, and capable of 
being accomplished); Bonds (the degree of mutual liking 
and attachment as assessed through such means as 
tone of voice, empathy, and comfort in exploring 
intimate issues).  
The WAI-S is the shortened version (12-item) (Tracey & 
Kokotovic,1989). It, too, has three subscales: Goals, 
Tasks, and Bond. Items that loaded highest on each of 
the subscales were retained from the WAI to form the 
WAI-S. 
The WAI-O consists of the same subscales but is scored by 
an external rater. 
WAI-P: Reliability estimates (Cronbach's alpha) for the whole 
instrument range from .93 to .84, with most reported 
coefficients in the upper range (Horvath, 1981; Plotnicov, 
1990). The three WAI dimensions—bond, goal, and task —are 
strongly correlated, with scale inter-correlations ranging from 
the low .60s to the high .80s (Horvath & Greenberg, 1989). 
WAI-S: Internal consistency estimates of the total scores were .98 
(patient version) and .95 (therapist version; Tracey & 
Kokotovic,1989). 
WAI-O: internal consistency (α=.98) and high inter-rater reliability 
(ICC = .92) (Tichenor and Hill, 1989). 
 
WAI-O (observer-rated adaptation; 
Tichenor & Hill, 1989) 
Levy et al. (2012) Observer-rated (WAI-
O) 
WAI-Short Form (WAI-S) Amianto et al. (2011)  
Hirsch et al. (2012)  
Wnuk et al. (2013) 
Pierò et al. (2013) 
Patient-rated (WAI-S-
P) 
WAI-S Goldman & Gregory 
(2010) 
Observer-rated (WAI-
S-O) 
WAI-S Kramer et al. (2011) Patient- & Therapist-
rated (WAI-S-P;  
WAI-S-T) 
WAI- Dutch Version Spinhoven et al. (2007) Combined Total score 
of Patient- & 
Therapist-rated 
The WAI-Dutch version consists of the same items but on a 
5 point Likert-type scale. 
Spinhoven et al. (2007) reported good internal consistency of the 
WAI-P (α=.94) and WAI-T (α=.95). 
Difficult-Doctor Patient Relationship 
Questionnaire (DDPRQ; Hahn, 
Thompson, Stern, Budner & 
Wills, 1990) 
Spinhoven et al. (2007)  Consists of a 10 item 6-point Likert-type scale self-report 
measure that looks at the extent to which patients are 
experienced as frustrating or difficult in the therapeutic 
relationship by their doctor or therapist and as provoking 
levels of distress that transcend the expected and 
accepted level of difficulty. 
Spinhoven et al. (2007) reported good internal consistency (α=.79) 
Therapeutic Relationship Evaluation 
Scale (TRES, Hoogduin, De 
Haan, & Schaap. 1989; 
Cottraux, Note, Cungi,  Légeron,  
Heim et al.,1995) 
Cottraux et al. (2009) Patient- & Therapist-
rated 
Consists of 12 pairs of bipolar adjectives in terms of 
agreeableness.  
Unable to obtain more information 
Unable to obtain reliability scores. 
Penn Helping and Alliance 
Questionnaire (HAq; 
Gunderson et al. (1997) 
Salzer et al. (2013) 
Patient- & Therapist-
rated 
Consists of an 11-item 6-point Likert-types scale looking at 
two types of alliance: Type 1 focuses on the client's 
Tichenor and Hill (1989) reported that the Penn had high internal 
consistency (.93) and high inter-rater reliability (ICC = .71) 
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Bassler,Potratz & Krauthauser, 
1995) 
experience of the therapist as warm, supportive, and 
helpful; and Type 2 assesses the client's sense of 
working together with the therapist toward treatment 
goals.  
However in the present study, 2 items were removed and 
therefore reliability was not demonstrated.  
Helping Relationship Questionnaire 
(HRQ; Luborsky, 1984) 
Turner, (2000) Patient-rated Consists of an 11-item 6-point Likert-type self-report 
measure. The HRQ measures two main aspects of the 
therapeutic relationship: (a) the experience of being 
understood and receiving a helpful attitude and (b) the 
experience of being involved in a collaborative effort 
with the therapist.  
Unable to obtain reliability scores. 
Patient-rated Therapeutic Alliance 
Scale (P-TAS; Marziali, 1984; 
Marziali, Marmar & Krupnick., 
1981) 
Marziali et al. (1999) Patient-rated 
Patient perception of 
therapist alliance 
subscale only 
Consists of two subscales that addresses patient alliance 
behaviours and the other that addresses parallel 
therapist alliance behaviours 
Good internal reliability (α=..81) and concurrent predictive validity 
(Marziali, 1999). 
Group 1lliance Scale (Pinsof & 
Catherall, 1986) 
Marziali et al. (1999) Patient-rated Consists of 36 item 7-point Likert-type scale. The items 
address each patients’ perception of the therapists’ 
attitudes, feelings and behaviour towards the 
respondent as well as toward other group members. 
Marziali et al. completed a total correlation analysis. 30 items 
ranged from r-.66-83. The remaining 6 items r values less than 
.2 and were dropped. The 30 item scale had good internal 
reliability (α=.91). 
California scales-Revised (CALPAS; 
Marmar et al. 1989) 
Yeomans et al. (1994) External Rater Consists of 24 Likert-type items, each rated on a 7-point 
scale. The CALPAS is composed of four alliance scales: 
(a) patient working capacity (PWC); (b) patient 
commitment (PC); (c) patient-therapist agreement on 
goals and strategies (WSC); and (d) therapist's 
understanding and involvement (TUI) 
PWC (α=.95); PC (α=.96); WSC (α=.95); and TUI (α=.97). 
Correlations among the CALPAS scales range from .33 to .83, 
with the lowest correlations observed between the TUI scale 
and the other CALPAS scales (Gaston et al., 1990). 
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 Two studies measured treatment retention as a continuous variable by 
counting the number of sessions attended by patients (Marziali et al., 1999; Yeoman 
et al., 1994). They investigated the association between therapeutic alliance and 
treatment retention, and whilst Marziali et al. found no significant relationship for early 
and late patient-rated alliance scores, Yeoman et al. found a significant positive 
relationship for observer-rated alliance but only for one subscale of the CALPAS 
(TUI; r=.48, p=.03). However Yeoman et al. did not describe the dropout sample or 
determine if there were any pre-existing differences in demographic or clinical 
variables between those who dropped out and those who stayed in treatment. In 
addition to this, it was not clear at what point in treatment alliance scores were 
obtained.    
Of the three studies that performed independent t-tests, individuals who dropped 
out of therapy were shown to have consistently lower alliance ratings. Gunderson et 
al. (1997) found individuals who dropped out due to dissatisfaction had significantly 
lower therapist-rated alliance at six weeks (t=2.24, df=12.8, p=.48, d=.82). This was a 
large effect size given the small sample size (n=11). A consistent but non-significant 
trend was found for the patient-rated measure of alliance which demonstrated a 
moderate effect size (d=.63). A limitation to this study was they removed two items 
from HAq, which questions the reliability and validity of their measure. Spinhoven et 
al. (2007) also found that dropouts had significantly lower therapist-rated alliance 
scores at three months (t(60)=3.67,p<.01) but did not report the effect size. An 
important shortcoming of this study was patient-rated alliance information was not 
available for clients who dropped out and it is possible that reported group differences 
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between the two treatment conditions could be an artefact of the therapists’ knowledge 
of dropout status when retrospectively rating them. Furthermore, all patients who 
dropped out were only from the TFP condition and it is therefore unclear whether 
dropout related to alliance or an interaction with the treatment approach. A limitation 
applicable to both of these studies was they did not report between-group differences 
for completers and dropouts and therefore it is unclear if pre-existing demographic or 
clinical factors influenced alliance formation. On the other hand, Wnuk et al. who 
performed a robust analysis reported no between-group differences on a number of 
demographic and clinical variables and also found dropouts (n=69) had significantly 
lower patient-rated early alliance scores than completers (n=111) (t=.354, df=169, 
p<.001), however, they did not report an effect size. A limitation across all three studies 
was the fact that they measured retention as a categorical variable with no 
differentiation between those who dropped out during early stages of treatment to 
those who dropped out later in treatment. 
Three studies completed predictor analyses (Spinhoven et al., 2007; Wnuk et al., 
2013; & Yeoman et al.1994). Early alliance measures were found to be predictor of 
dropout for patient-rated (Wald=4.379, p<.05, Hazard ratio=0.775, 95% CI=.610-.984), 
therapist-rated (Wald=8.171, p<.01, Hazard ratio=.551, 95% CI=.367-.829 and 
therapist frustration as measured by the DDPRQ (Wald=11.134, p<.001, HR=3.133, 
95% CI=1.602-6.129) (Spinhoven et al.). Furthermore, Wnuk et al. found that patient-
rated alliance scores were the strongest predictor of dropout (χ2=4.56, p=.03, 
OR=0.96, 95% CI=.94-.99). Wnuk et al. compared treatment completers with dropouts 
regardless of treatment condition, although no significant differences found in dropout 
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rates between treatments, this variable was not entered into the model and it is unclear 
what proportion of the variance treatment condition accounted for. Yeoman et al. found 
an independent contribution of therapeutic alliance, which accounted for some 
proportion of the variance in length of treatment but this did not reach significance. 
However, because Yeoman et al. had a small sample size (n=20) their regression 
analysis had reduced statistical power. 
Alliance and Treatment. Six studies included within this review directly 
compared alliance measures between different therapeutic treatments (Amianto et al., 
2011; Cottraux, Boutitie, Milliery, Genouihlac, Yao et al., 2009; Kramer et al., 2011; 
Marziali et al., 1999; Spinhoven et al., 2007; & Turner, 2000). A full description of 
treatments offered in this section can be found in Table 3.  
Two studies investigated the utilisation of a specific treatment approach in 
addition to treatment as usual (TAU). Amianto et al. (2011) found the addition of SB-
APP to STM resulted in significantly higher patient-rated alliance at the end of 
treatment than STM alone (STM: M=46, SD=±8.8; and SB-APP: M=53.2 SD=±6.3l; t=-
2.426; p<.021). However, as patients receiving SB-APP and STM had contact with a 
number of professionals during the course of treatment, it was not clear with whom the 
patients were rating therapeutic alliance. Another possible limitation of this study was 
attention bias. The participants in the STM only condition may not have received 
comparable amounts of professional attention. Findings of beneficial effects by the 
STM and SB-APP treatment may then primarily result from simply being paid attention 
to or being provided with some kind of intervention rather than from a specific 
mechanism of action. Kramer et al. (2011) who did control for attention bias, found 
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MOTR, a relational-technique ingredient that can be added systematically to different 
types of treatment (see Kramer et al. for a full description of this technique) had 
significantly higher patient-rated alliance scores (t(1,19)=130; p=.05; ES=.51) when 
compared to TAU (manual-based psychiatric and psychotherapeutic approach; 
Gunderson & Links, 2008). However, no statistically significant differences were found 
on therapist ratings of the alliance. No process analysis was carried out on this 
restricted sample (n=20) due to missing values thus reducing the credibility of these 
findings. Also of note was the lack of treatment adherence ratings in the TAU, which 
may have favoured the MOTR condition. 
Four studies directly compared two different treatment approaches. Turner, 2000 found 
no significant differences between DBT and CCT in terms of alliance. However, it is 
important to note that DBT within this study was not operationalized according to the 
manual, as psychodynamic techniques were incorporated and the skills training 
component was delivered in individual therapy which restricts the generalizability of 
these findings. Marziali et al. (1999) found no significant differences in alliance 
between individual and group therapy (IDP and IGP respectively). There are several 
limitations in using Group 1lliance measures as a result of the patient’s finding it difficult 
to differentiate the alliance between therapist(s) and self from the alliance between 
therapist(s) and other group members. It is possible that patients in the different 
conditions were measuring a different construct of alliance in the individual and group 
therapy conditions. Therapist-rated alliance was rated significantly higher in CT 
compared with RST (Cottraux et al.: t=1.99, p<.05). Although a similar trend was found 
for patient-rated alliance, this difference did not reach statistical significance. However, 
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despite therapists receiving training in RST, administration of CT and RST by the same 
CT-oriented therapists may have constituted bias in favour of CT. Spinhoven et al. who 
had established treatment fidelity and differentiation within their study found that 
alliance was rated higher by both patients and therapists in SFT than TFT (F(1,76)=6, 
p<.05). The difference in alliance measures between conditions may have related to 
increased therapist frustration in TFP over the course of treatment (DDPRQ: 
F(1,55)=6.32, p<.05).  
Table 3. Description of the treatments compared. 
Treatment Description 
STM Team were free to manage therapy, sessions, and other procedures without any limitation and on the basis of clinical need (Amianto et al., 2011) (1) Medications administered according to APA guidelines for BPD  
(2) Unstructured psychological support focused on socio-relational impairment delivered by psychotherapists  
(3) Rehabilitative interventions by nurses, educators or psychologists  
SB-APP SB-APP, derived from Brief-Adlerian Psychodynamic Psychotherapy is a time-limited psychodynamic psychotherapy based on Alfred Adler’s 
theory and delivered in sequential and repeatable modules. Focused specifically on four Personality Functioning Levels (PFL) (Fassino, Amianto & 
Ferrero, 2008).  
(1) PFL 1 – focused on preventing disruptive acting-out by providing reality testing by strengthening self-reflective functions and identity  
(2) PFL 2 – focused on increasing empathy through validating thoughts and emotions and decreasing the sense of emptiness, egocentrism, and 
dependence 
(3) PFL 3 – aims at reducing idealization and increasing continuity and adaptation 
(4) PFL 4 – attempts to develop increased tolerance for ambivalence, help patients overcome conflicts, enhance autonomy, and increase positive 
attitudes toward the project 
CT Ten technical components were implemented (Cottraux et al., 2008). The therapists were to: 
(1) establish a collaborative relationship with the patient. 
(2) follow a structured format for each session. They were to use an agenda and focus on a specific theme. The main techniques were 
reformulation, reframing, reinforcing the patient’s positive thoughts and asking for feedback on the negative aspects of the therapy. Each session 
was to end with cognitive and/or behavioural experiment homework. 
(3) plan analyses of the relation between environmental cues, emotion, cognition and dysfunctional behaviours, and give the patient a graphic 
representation of it. 
(4) help the patients to cope with and accept their emotions, and, in the event of post-traumatic stress disorder (PTSD), create exposure through 
imagination. 
(5) confront patients with their dysfunctional self-schemas via mental images or role-playing. 
(6) help the patients discuss their automatic thoughts, emotions and schemas in a Socratic way. 
(7) pay special attention to life scenarios which were defined as the repetition of self-defeating behaviours related to early schemas and 
dysfunctional emotional coping, the same conflicts at work, the same accidents or the same repeated failures under the same circumstances. 
Through this, the person is attracted into a downward spiral and experiences the depressing bitterness of an unsuccessful life. Deconstructing the 
life scenario with the patient and tracing its historical roots accesses the core schemas and enables modification of them. Hence, it is possible to 
search for alternative ways of coping with life problems, instead of being trapped into the pursuit of unhappiness. 
(8) to propose 2 forms to use between the sessions: the daily thoughts rating to modify automatic thoughts and the core belief worksheet to 
challenge negative self-schemas and build more functional ones. 
(9) The therapists were to teach problem solving skills and show the patient how to use them in everyday life. 
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(10) The therapists were to enhance the generalisation and maintenance of the gains of the therapy through a diary of positive experiences. 
RST The RST used 10 principles derived from client-centred therapy (Cottraux et al., 2008). Therapists were to: 
(1) The therapists were to use active listening in a standard face-to-face psychotherapy setting. 
(2) The therapists were to have an empathic attitude towards the patients. 
(3) The therapists were to have an unconditionally positive regard for the patients, whatever they said. 
(4) The patients’ psychological problems were to be reformulated and clarified. 
(5) Reflection mirroring the patients’ feelings was to be used. 
(6) The patients were to be reassured when they expressed negative feelings. 
(7) The therapists were to emphasise the importance of ventilating problems verbally. 
(8) The therapists were to answer some factual questions about BPD. 
(9) The therapists were to politely ignore or refuse requests for advice, directive behaviours, homework, behavioural experiments, cognitive 
schema modification, problem solving, or expo- sure to feared mental images or real-life situations. 
(10) The therapists were to demonstrate compassion, warmth and genuineness. 
IGP IGP was designed to address the interpersonal problem core of patients with BPD (Marziali et al., 1999). The goals of IGP include:  
(1) the provision of a therapeutic environment which permits the reenactment, observation, and reflection of problematic interpersonal transactions 
and their outcomes 
(2) the opportunity to test modified expectations of self and other in the context of group member-member and member-therapist trans- actions.  
The primary techniques used in IGP were adapted from a model of individual psychotherapy for BPD developed by Dawson (1988).The treatment 
strategy focuses on observing and processing the meanings of within-therapy enactment of interpersonal communication and behavior, amongst 
patients and between patients and co-therapists. IGP emphasizes a therapist response mode which is framed tentatively and which supports the 
experience of ambiguity in lieu of polarized meanings. A group format was chosen to reduce the intensity of patient expectations of their therapists, 
which in individual psychotherapy frequently provokes ruptures in the therapeutic alliance 
IDP Consisted of open-ended, individual, dynamic psychotherapy using traditional psychodynamic strategies such as interpretation, confrontation, and 
exploration  (Marziali et al., 1999). 
SFT An integrative approach to treatment that combines elements of cognitive therapy, behavioural therapy and psychoanalytic therapies into one 
unified model (Young et al., 2003). Consists of three stages.  
(1)  assessment – identifying schemas to get a clear picture of the various patterns involved.  
(2)  emotional awareness – client is encouraged to increase their emotional awareness and get in touch with these schemas and learn how to spot 
them when they are operating in their day-to-day life.  
(3)  behavioral change – during which the client is actively involved in replacing negative, habitual thoughts and behaviors with new, healthy 
cognitive and behavioral options. 
TFP A modified psychodynamic treatment for BPD (Clarkin, Yeomans & Kernberg, 1999; Yeomans, Clarkin & Kernberg, 2002). It views the individual as 
holding reconciled and contradictory internalized representations of self and significant others that are affectively charged. The defense against 
these contradictory internalized object relations leads to disturbed relationships with others and with self. The distorted perceptions of self, others, 
and associated affects are the focus of treatment as they emerge in the relationship with the therapist (transference). The treatment focuses on the 
integration of split off parts of self and object representations, and the consistent interpretation of these distorted perceptions is considered the 
mechanism of change. 
CCT A model of supportive treatment based on Carkhuff's models of client-centered therapy (Carkhuff et al., 1976). From this perspective, treatment 
emphasizes empathic understanding of the patient's sense of aloneness and providing a supportive atmosphere for individuation. Carkhuff's 
treatment manuals provide directions for increasing the therapeutic relationship's empathic and supportive elements. This approach provides 
patients with a safe therapeutic environment and accurate empathic reflection only. CCT accentuated the therapist's role as a supporter and 
advocate. Therapists aid patients in using self- control and reflection to reduce stress and do not attempt to interpret or confront conflicts and 
defenses. Their singular focus is to provide support to enable patients to deal with everyday stress and prevent relapse. 
DBT DBT is a manualized cognitive-behavioral treatment with two components: individual therapy and group skills training (Linehan, 1993). The group 
skills training consists of 4 key modules: mindfulness; distress tolerance, emotion regulation and interpersonal effectiveness. The individual 
treatment focuses on a hierarchy of target behaviors, which the patient tracks on a daily basis with diary cards. Behavioral analyses of the pattern 
and chain of thoughts, emotions, and events resulting in suicidal and self- mutilating acts take place routinely to help the patient identify triggers 
and alternative strategies for coping. 
 
Alliance over Time. The time point at which the alliance was evaluated varied 
between studies. 11 studies completed measures at multiple time points ranging from 
the first session to five years. Four studies analysed the change in alliance over time 
(Gunderson et al, 1997; Hirsch et al., 2012; & Spinhoven et al., 2007).  
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Three studies found evidence to suggest that the alliance increases during the 
course of treatment. Spinhoven et al. (2007) found patient-rated alliance had a 
significant effect of time (F(1,76)=7.15, p<.01) showing an increase in therapeutic 
alliance between early and late treatment (3 months and 33 months respectively). They 
reported an attrition rate of 38.4% but maintained a reasonably large sample size at 
the last time point when alliance measures were analysed (n=53). Consistent with this 
finding Hirsch et al. (2012) also found a significant increase in patient-rated alliance 
over the course of treatment (b=.03, SE=.01, t=2.72, p=.01), however, they did not 
report attrition rates and it is unclear what the size of their sample was at this time point 
of analysis. In both studies the effect of time was not moderated by treatment condition. 
Gunderson et al. (1997) also found that patient-rated alliance were uniformly higher 
than baseline measures at each time point in a paired-sample t-test. This was 
significant for patient ratings from baseline (6 weeks) to one year (t=3.28, df=13, 
p<.01), three years (t=3.52, df=13, p<.01), and five years (t=2.41, df=10, p<.05). This 
was also consistent for therapist-ratings from baseline to six months (t=3.07, df=24, 
p<.01), one year (t=2.87, df=11, p<.05),  three years (t=2.91, df=9, p<.05),  four years 
(t=4.28, df=10, p<.01), and five years (t=3.93, df=8, p<.01). Whilst patients and 
therapists corroborated improvements, due to the fact they looked at therapeutic 
alliance over a longer time period, 86.5% of participants had withdrawn from treatment 
by five years (n=5) reducing the analytical power of their analysis at later time points. 
No attention was given to addressing high attrition rates when recruiting patients into 
their study. A limitation across these studies was the time periods between which 
therapeutic alliance was measured. There was not enough measurement to detect 
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session-by-session ruptures in the alliance to see a more detailed pattern of the 
therapeutic alliance throughout the duration of treatment.  
Alliance and Patient Characteristics.  
Pre-treatment symptom severity. Three studies looked at the relationship 
between baseline symptom severity and therapeutic alliance and results demonstrated 
mixed findings. Richardson-Vejlgaard et al. (2013) found baseline ratings of 
depression, anxiety and hopelessness all negatively correlated with patient-rated early 
alliance (two months into treatment) and concluded that the perception of alliance 
changes over the course of treatment, depending on whether their mood symptoms 
change. Consistent with this, Marziali et al. (1999) found that high scores on the 
behaviour scale of the Objective Behaviour Index (OBI) before group treatment were 
negatively correlated with early alliance measures (r=-.56, p<.02), however, other pre-
treatment measures of symptom severity and social functioning were not associated 
with early alliance in individual or group therapy. The discrepancy in these findings 
may relate to different patient inclusion criteria relating to suicidality and self-harm. In 
contrast to these findings, Pierò et al. (2013) found that higher levels of general 
psychopathology were positively correlated to patient-rated alliance (B=.04, SE=.01, 
T=2.36, p<.022). However, they also found age positively correlated to patient-rated 
alliance (B=-.26, SE=.11, T=12.17, p<.000). As a result it is not clear whether there is 
an interaction between age and symptom severity, which may influence the 
development of alliance. Pierò et al. performed analysis on a very small sample of BPD 
patients (n=18), which reduces the credibility of their findings. One general limitation 
to these studies relate to the measurement and reporting of baseline symptom severity. 
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Marziali et al. did not report on this and whilst Pierò et al. and Richardson-Vejlgaard et 
al. did, they utilised different symptom severity measures therefore rendering 
comparability of single study samples difficult. Furthermore, only Pierò et al. reported 
the comorbidity of Axis 1 diagnoses in their sample. It is possible the presence of Axis 
1 disorders in patients could have interacted with baseline symptom severity, and no 
studies included within this review addressed the influence of this on therapeutic 
alliance formation. 
Personality characteristics. Two studies looked at the impact of stable 
personality characteristics on alliance (Hirsch et al., 2012; Pierò et al., 2013). Pierò et 
al. looked at temperament and character predictors of alliance using the Temperament 
and Character Inventory (TCI; Cloninger et al., 1991). They found that higher scores 
on the Harm Avoidance (HA) dimension (individuals described as being extremely 
careful, passive, insecure and prone to react to stressful events) predicted lower 
ratings of patient-rated alliance. Given the small sample size included within this study, 
these findings are exploratory and therefore should be interpreted with caution. As no 
alternative treatment to SB-APP has been researched in relation to HA, it is not 
possible to ascertain whether other treatment approaches would produce the same 
findings. Hirsch et al. completed a robust analysis investigating the influence of 
treatment, symptom severity and personality on alliance formation. They found patients 
with higher rates of Agreeableness, as measured by the Revised NEO Personality 
Inventory (NEO-PI-R; Costa & McCrae, 1992b) had significantly larger increases in 
therapeutic alliance over time (b=.03, SE=.01, t=2.72, p=.01). Agreeableness 
predicted rapid increases in alliance in the DBT condition (b=.06, SE=.02, t=3.06, 
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p<.01) but not for GPM. Mediation analyses revealed an indirect path between patient 
Agreeableness and improved treatment outcome through greater increases in alliance 
throughout the duration of therapy. 
Interpersonal problems and alliance. Salzer et al. (2013) looked at 
interpersonal problems as measured by the Inventory of Interpersonal Problems (IIP-
C; Horrowitz, Strauß & Kordy, 2000). The therapists ratings of alliance significantly 
differed depending on the respective five subtypes identified (F=2.59, df=4,188, p<.04) 
showing lower alliance ratings for the ‘Socially Avoidant” cluster (n=20), which is 
characterised by problems with being ‘cold’ and ‘socially isolated’. These findings 
suggest therapists perceive patients with a socially avoidant pattern as more difficult 
and potentially less compliant. However, the patients’ ratings did not significantly differ 
between subtypes. As patient allocation to respective subtypes was a result of 
exploratory analysis these clusters cannot be understood as distinct groups. 
Furthermore, given this study sample consisted of severely impaired patients within an 
inpatient setting, it is unclear how the BPD population would fit into these subtypes and 
what impact this would have on the development of therapeutic alliance. 
Alliance and executive attention. Levy et al. (2012) looked the relationship 
between executive attention, vacillations in mental states (rapid fluctuations in 
perceptions of others and self) and therapeutic alliance formation. Using the Attentional 
Network Task (ANT; Fan, McCanliss, Sommer, Raz & Posner, 2002) they found 
patients with difficulties resolving conflict between competing responses had greater 
difficulties forming early therapeutic alliance (r=-.24, p<.05). They also found that 
vacillations in mental states were associated with alliance (r=.38)=-.59, p<.001). A 
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mediation analysis suggested that mental state vacillations were a possible mediator 
of the relationship between executive attention and therapeutic alliance. However, the 
Therapist Rating Scale for BPD (Wasserman, levy, Beeney & Stonebraker, 2007) is a 
new measurement of vacillations in mental states, and whilst the authors demonstrated 
extensive training and inter-rater reliability between observer raters, the validity and 
reliability of this measure has not been established. In addition to this, because 
correlational analyses were used, it is not clear if primary deficits in executive attention 
facilitates mental state vacillations, or another unmeasured variable might have 
explained the relationships found.   
Discussion 
Main Findings 
The range of studies included within this review looked at highly relevant 
questions related to therapeutic alliance for individuals with BPD. Despite the relatively 
little research available to demonstrate the strength of these findings this review 
synthesised what is currently known about this research area and highlights areas for 
further development.  
Therapeutic alliance was found to be a strong predictor of therapeutic outcome 
and despite methodological limitations within these studies, the consistency of this 
finding across different treatments with the utilisation of a number of outcome 
measures, lends support to this relationship. These findings are consistent with a large 
body of literature, which has found therapeutic alliance to be a strong predictor of 
therapy outcome across diagnosis and treatment modality (Hovarth & Greenberg, 
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1994; Martin, Gaske & Davis, 2000; Orlinsky & Howard, 1986; Priebe et al., 2011). 
Therapeutic alliance has been described as one of the core therapeutic processes 
enabling change within psychotherapy irrespective of treatment modality (Frank, 1971; 
Wampold, 2001) and the findings from this review suggest this also extends to the BPD 
population and the specific treatment modalities used. 
Given that between 42% and 67% of individuals with BPD dropout of treatment 
prematurely (Gunderson et al., 1989; Skodol et al., 1990), treatment retention is an 
important factor when considering treatment effectiveness. A fairly common finding 
was patients who dropped out of treatment had significantly lower therapeutic alliance 
scores. Whilst there was a range of methodological limitations observed the 
consistency in results across a number of studies, in addition to the large effect size 
reported, indicate poorer therapeutic alliance in early treatment is predictive of dropout. 
This is consistent with the larger body of psychotherapy research on other patient 
populations (Sharf, Primavera & Diener, 2010). It has been stressed that part of high 
dropout rates arises from the effect on the therapist of working with difficult patients 
(Linehan et al., 1993). Both patient and therapist distress possibly can be reduced by 
shifting therapist interpretations of patient behaviour from hostile to friendly (Shearin & 
Linehan, 1994).  
The ability to build therapeutic alliance in different treatment approaches was 
compared in a number of studies. There is some provisional evidence to suggest 
incorporating a specific treatment or approach to treatment as usual improves the 
quality of therapeutic alliance. When directly comparing different treatment modalities, 
SFP, and to a less reliable extent CT, found higher ratings of therapeutic alliance than 
 197	
	
their alternative treatment comparisons. This provides tentative evidence that different 
treatment modalities may have differential effects on the formation of therapeutic 
alliance, which may mediate the possible effectiveness of treatments for individuals 
with BPD. Due to the sparse research in this area, there are no consistent findings that 
one treatment is relatively better than another and these findings need to be treated 
with caution. It is also worth considering the complexity of this relationship, because 
although therapeutic alliance is a common factor, the process that leads to alliance 
and how the alliance creates change may differ depending on the treatment being 
delivered (Ulvenes, Berggraf, Hoffart, Stiles, Svartberg, 2012).  
When looking at changes in therapeutic alliance throughout the duration of 
therapy Kivlighan & Shaughnessy (2000) have identified three distinct profiles of 
therapeutic alliance in a general outpatient population: (1) stable alliance with little 
change across time, (2) a linear growth pattern with increasing strength of alliance 
across sessions, and (3) a quadratic growth, or U-shaped pattern with highest alliance 
ratings at the beginning and end of treatment and decreased alliance quality in the 
middle phase. Within this review there is consistent evidence to support the second 
profile, with therapeutic alliance improvement over the course of treatment. Previous 
studies have suggested the growth of the alliance may be a mere epiphenomenon of 
treatment gain (Evon & Burns, 2004). However, it is arguable that in comparison to 
treatments for Axis I disorders, the increase in alliance throughout the course of 
therapy for individuals with BPD may reflect a generic attachment process which is an 
essential aspect of long term therapy, specifically important to BPD patients who are 
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likely to enter therapy with basic failures to have previously achieved secure 
attachments (Paris & Zweig-Frank, 1993).  
The relationship between pre-treatment symptom severity and formation of 
therapeutic alliance has yielded mixed findings. Greater pre-treatment symptom 
severity related to poorer early therapeutic alliance, whereby patients with higher 
behavioural dysfunction had more difficulties forming early alliance. Individuals with 
higher levels of depression, anxiety and hopelessness formed better therapeutic 
alliance, but only as a result of symptom improvements in the early stages of treatment. 
Greater symptom severity was also found to positively correlate with treatment 
outcome. These conflicting findings are therefore difficult to interpret. Evidence 
suggests that greater pre-treatment BPD severity is a positive predictor of change in 
BPD symptoms (Barnicot et al., Black et al., 2009; Ryle & Golynkina, 2000). Given 
therapeutic alliance has also been linked to better treatment outcomes, patients with 
greater symptom severity would therefore be expected to form better therapeutic 
alliance, a process, which perhaps mediates the effectiveness of treatment. The 
inconsistency in findings relates to the sparse research in this area, restricting 
replication of findings. It also highlights a number of possible variables that could 
influence alliance formation and outcome, which were not investigated or controlled 
within these studies.  
One area of research receiving less attention was the role of personality as a 
possible moderator of therapeutic alliance. One robust finding was that patients who 
were identified as being more agreeable were more likely to have higher therapeutic 
alliance scores. A similar but less robust finding was found for individuals who were 
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more harm avoidant. These findings suggest an indirect pathway between personality 
traits and improved treatment outcomes, mediated through greater increases in 
therapeutic alliance. However, much of this research has been exploratory and more 
studies are needed to corroborate these findings.  
A potential cognitive mechanism influencing the therapeutic alliance was 
investigated within one study included within this review. Poorer executive attention 
predicted a greater number of mental state vacillations during therapy, and both were 
correlated to poorer therapeutic alliance formation. Executive attention or vacillations 
in mental states may inhibit the patients’ ability to join with the therapist in mutual 
collaboration toward change (Levy et al., 2010). Consistent findings in the literature 
suggest that individuals with BPD evidence abnormal frontolimbic circuitry (for a review 
see Brendel et al., 2005). There have been consistent findings of reduced volume and 
abnormal function of the prefrontal cortex and anterior cingulate cortex (Hazlett et al., 
2005; Tebartz van Elst et al., 2003), brain areas that have been found to underlie 
executive attention which impacts on the cognitive conflict resolution process (Fan, 
Fossella, Sommer, Wu & Posner, 2003). These deficits in executive attention may 
relate to defining features of BPD, such as instability in one’s experiences of sense of 
self and others as well as goals, beliefs and morals (Bender & Skodol, 2009; 
Gunderson & Lyons-Ruth, 2008; Levy et al., 2006).  
Limitations of Present Research 
Methodological limitations of the studies made synthesising the findings of this 
systematic review difficult. The main limitations related to how the samples was 
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described, recruited and analysed. Many studies analysed small samples of BPD 
patients and given the high attrition rates typical for this client group in naturalistic 
settings, adequate attention was not given to recruiting the size of sample needed to 
produce meaningful findings. The lack of intention-to-treat methods utilised also 
introduced a bias favouring individuals who stayed within treatment and therefore more 
likely to have established a better therapeutic alliance. The personal characteristics of 
patients were also inadequately described, reducing the ability to replicate these 
findings in future research and also questioning the generalizability of findings to the 
BPD population. 
This review also highlighted issues concerning the conceptualisation and 
measurement of the therapeutic alliance. Whilst the development and use of well-
validated and reliable alliance measures has increased within the literature there is still 
a lack of clarity regarding what alliance actually encompasses. In addition to the 
differences between the existing alliance measures available, differences also 
occurred in the ways in which measures were scored and analysed. The variety of 
patient- therapist- and observer-rated measures used and the observed discrepancies 
in findings between these ratings highlight the subjective quality of therapeutic alliance 
between patient and therapist. These measures were also administered at varying time 
points across studies, which made it difficult to compare the formation and trajectory 
of the therapeutic alliance throughout treatment. In addition to this, a finer grained 
analysis of shifts in the therapeutic alliance were not analysed, information, which 
would likely provide greater detail about therapist and patient behaviours in session 
that enhance or injure the therapeutic relationship.  
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Because individuals with BPD can be intolerant of therapeutic errors (Shearin & 
Linehan, 1993), therapist skill is likely to be a major factor irrespective of treatment 
offered. Therapist competence in resolving therapeutic alliance threats and ruptures is 
key (Bennett, Parry & Ryle, 2006) and given the varied level of experience therapists 
had across studies within this review any differences in patient-rated alliance scores 
may in part be due to differences between therapists (Crits-Christoph & Mintz, 1991; 
Mallinckrodt & Nelson, 1991). Inadequate attention was given to this and is likely to be 
a confounding variable that could explain differences in findings across studies.  
Implications of the Findings for Clinical Practice 
The strength of the therapeutic alliance has been found to be an influential factor 
related to treatment effectiveness, both in terms of treatment retention and improved 
outcomes. Because numerous studies have shown that dropout frequently occurs 
within the first three months of treatment (Giesen-Bloo et al., 2006; Stevenson & 
Meares, 1992), assessment of therapeutic alliance should be conducted very early in 
treatment when it is likely to be asserting the most influence. Patients who fail to identify 
an overall positive relationship to a new therapist as early as six weeks need to address 
the therapeutic relationship with additional supervision, training and other strategies 
(Anderson, Lunnen & Oggles, 2010) in order to improve the outcome of treatment 
(Gunderson et al., 1997). Research also indicates a growth in therapeutic alliance 
throughout the course of therapy is to be expected for this patient Group 1nd more 
rapid increases in therapeutic alliance are associated with better treatment outcome 
for the patient and the absence of progression may be cause for concern. Given that 
establishing a strong therapeutic alliance with individuals with BPD has been found to 
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be especially difficult (Linehan, 1989, 1993; Rockland, 1992; Yeomans et al., 1994) as 
a result of difficulties with interpersonal skills and attachment styles (Smith, Msetfi & 
Golding, 2010), the need for consistent monitoring of the therapeutic relationship over 
the course of treatment is imperative. Research has shown that therapists who have 
access to regular data regarding the patient’s self-report of symptoms and therapeutic 
alliance quality have been found to have better rates of retention and are more likely 
to achieve positive outcomes (Whipple, Lambert, Vermeersch, Smart, Nielsen et al., 
2003). The development and maintenance of good therapeutic alliance should also be 
addressed in the training and supervision of therapists in order to improve treatment 
outcome for individuals with BPD. 
Implications of the Findings for Future Research 
Patients with BPD present with a wide variety of symptoms at the start of 
treatment, suggesting BPD can manifest in a number of different ways. Depending on 
the constellation of symptoms, severity and individual differences in personal 
characteristics, the various treatment modalities may be helpful for different individuals. 
Although there is considerable overlap across the treatments available there are also 
specific differences in techniques and emphasis (Goldman & Gregory, 2010). Whilst it 
is important to further understand these differences, it is also important to understand 
what techniques predict such differences. Little is currently known about how therapists 
contribute to the alliance. Further studies are needed to tease apart the relationships 
between alliance, technique and outcome. This information would be useful in 
psychology training programs (Muran & Barber, 2010) and can also be applied flexibly 
to or enhanced within existing treatment approaches. 
 203	
	
If therapeutic alliance is a generic process variable operating across different 
treatment modalities, further examination is needed of its conceptual underpinnings as 
the concept has remained at a descriptive level (Elvins & Green, 2008). Hougaard’s 
(1994) review suggested that existing measurements represent conceptually different 
although overlapping constructs. A less ambiguous and shared understanding of 
therapeutic alliance concept would certainly add specificity to psychotherapy research. 
In the meantime, future research would benefit from consistently using only a few 
validated measures of alliance across studies with a consistent approach to scoring, 
e.g. the WAI. In terms of using ratings by patient, therapist or observer, further research 
is needed to determine which is most effective at predicting treatment outcome and 
retention as a number of discrepancies were observed within and across studies 
included within this review. Although research has found that patient-rated measures 
of therapeutic alliance are more consistently linked to outcome than therapist-rated 
(Hovarth & Symonds, 1991), there is also evidence that observer-rated alliance 
predicts outcome better in complex and more severe presentations (Fenton et al., 
2001). Observer ratings in clinical practice are, however, not practically feasible. 
Perhaps future research would benefit from establishing a measure that combines 
patient and therapist ratings into a single measure thus providing a more collaborative 
and holistic rating of the therapeutic relationship.   
Future research would also benefit from testing out possible mediators of the 
relationship between alliance and outcome, such as improvements in patient self-
esteem, patient and therapist adherence to therapy tasks, and therapist’s level of 
experience. Future research would also enhance this literature by investigating the 
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possible confounders influencing the relationship between therapeutic alliance and 
treatment effectiveness, such as patients’ attitudes towards therapy or patient 
attachment styles.  
More understanding regarding the experience of “strong” and “weak” therapeutic 
alliance would also be useful information. Whilst evidence suggests it is an important 
factor, it would be helpful to utilise qualitative research strategies to elucidate the 
alliance experiences of individuals with BPD and identify possible factors that might be 
of use to target in treatment.  
Strengths and Limitations of the Review 
The primary limitation of this review was the small amount of data available 
increased the chances that findings may have been confounded by idiosyncratic 
sample characteristics. Including unpublished studies and dissertations might have 
increased the data available for analysis. No efforts were made to exclude studies on 
the basis of quality and therefore the quality of studies varied considerably. Efforts 
were made in this review to account for quality indicators associated with 
methodological limitations in research designs but caution is advised when interpreting 
the findings. It should also be acknowledged that synthesizing results on the basis of 
statistical significance is not as effective as carrying out an effect-size meta-analysis 
(Hunter & Schmidt, 2004) however, given the sparse research in this area, this was 
not possible. 
 205	
	
Conclusions 
The findings from this review confirm that therapeutic alliance is an important 
factor in the psychotherapy treatment of BPD. Interpretations of the findings within this 
review is complicated by the number of single-study samples, analysis quality and 
scarcity of research in this area. More research is needed within this field to determine 
the relationships between alliance, technique and outcome in order to determine 
therapist-factors, client-factors and treatment-factors affecting alliance within 
psychotherapy treatments for BPD.  
References 
Anderson, R., & Anderson, G. (1962). Development of an instrument for measuring 
rapport. Personnel Guidance Journal, 41, 18−24. 
APA. (2000). Diagnostic and statistical manual of mental disorders (4th, revised ed.). 
Washington DC: Author. 
Amianto, F., Ferrero, A., Pierò, A., Cairo, E., Rocca, G., Simonelli, B., Fassina, S., 
Abbate-Daga, G., & Fassino, S. (2011). Supervised team management, with or 
without structured psychotherapy, in heavy users of a mental health service with 
borderline personality disorder: A two-year follow-up preliminary randomized 
study. BMC psychiatry, 11(1), 181. 
Anderson, T., Lunnen, K.M., & Ogles, B.M. (2010). Putting models and techniques in 
context. In B. L. Duncan, S. D. Miller, B. E. Wampold, & M. A. Hubble (Eds.) The 
heart and soul of change (2nd ed., pp. 143-166). Washington, DC: American 
Psychological Association. 
Barnicot, K., Katsakou, C., Bhatti, N., Savill, M., Fearns, N., & Priebe, S. (2012). 
Factors predicting the outcome of psychotherapy for borderline personality 
disorder: a systematic review. Clinical Psychology Review, 32(5), 400-412. 
 206	
	
Bassler, M., Potratz, B., & Krauthauser, H. (1995). Der ‘Helping Alliance Questionnaire’ 
(HAQ) von Luborsky: Möglichkeiten zur Evaluation des therapeutischen 
Prozesses von stationärer Psychotherapie [Luborsky's HAQ: Possibilities to 
evaluate the therapeutic process in inpatient 
psychotherapy]. Psychotherapeut, 40, 23–32. 
Bateman, A., & Fonagy, P. (1999). Effectiveness of partial hospitalization in the 
treatment of borderline personality disorder: a randomized controlled trial. 
American journal of psychiatry, 156(10), 1563-1569. 
Bateman, A., & Fonagy, P. (2004). Psychotherapy for borderline personality disorder: 
Mentalisation based treatment. Oxford: Oxford University Press. 
Bender, D. S., & Skodol, A. E. (2007). Borderline personality as a self other 
representational disturbance. Journal of Personality Disorders, 21, 500-517. 
Bennett, D., Parry, G., & Ryle, A. (2006). Resolving threats to the therapeutic alliance 
in cognitive analytic therapy of borderline personality disorder: A task 
analysis. Psychology and Psychotherapy: Theory, Research and Practice,79(3), 
395-418. 
Black, D. W., Blum, N., Pfohl, B., & Hale, N. (2004). Suicidal behavior in borderline 
personality disorder: prevalence, risk factors, prediction, and prevention. Journal 
of personality disorders, 18(3: Special issue), 226-239. 
Blum, N., John, D. S., Pfohl, B., Stuart, S., McCormick, B., Allen, J., Arndt, S., & Black, 
D. (2008). Systems Training for Emotional Predictability and Problem Solving 
(STEPPS) for outpatients with borderline personality disorder: a randomized 
controlled trial and 1-year follow-up. American Journal of Psychiatry, 165(4), 468-
478. 
Bordin, E. S. (1979). The generalizability of the psychoanalytic concept of the working 
alliance. Psychotherapy: Theory, Research, and Practice, 16, 252-260. 
Brendel, G. R., Stern, E., & Silberswieg, D. A. (2005). Defining the neurocircuitry of 
borderline personality disorder: Functional neuroimaging approaches. 
Development and Psychopathology, 17, 1197-1206. 
Carkhuff, R. R., Pierce, R., & Cannon, J. (1976). The art of helping. Amherst, MA: 
Human Resources Press. 
 207	
	
Clarkin, J. F., Yeomans, F. E., & Kernberg, O. F. (1999). Psychotherapy for borderline 
personality. New York: Wiley. 
Cloninger, C. R., Przybeck, T. R., Svrakic, D. M. (1991). The Tridimensional 
Personality Questionnaire: US normative data. Psychol Rep, 69, 1047-57. 
Costa, P., & McCrae, R. (1992). Revised NEO personality inventory and NEO five- 
factor inventory professional manual. Odessa, FL: Psychological Assessment 
Resources. 
Cottraux, J., Boutitie, F., Milliery, M., Genouihlac, V., Yao, S. N., Mollard, E., Bonasse, 
F., Gaillard, S., Djamoussian, D., de Meg Guillard, C., Culem, A., & Gueyffier, F. 
(2009). Cognitive therapy versus Rogerian supportive therapy in borderline 
personality disorder. Psychotherapy and psychosomatics, 78(5), 307-316. 
Cottraux J., Note, I. D., Cungi, C., Légeron, P., Heim, F., Chneiweiss, L., Bernard, G., 
Bouvard, M. (1995). A controlled study of cognitive-behaviour therapy with 
buspirone or placebo in panic disorder with agoraphobia: a one-year follow-up. 
British Journal of Psychiatry, 167, 635– 641. 
Crits-Christoph, P., & Mintz, J. (1991). Implications of therapist effects for the design 
and analysis of comparison studies of psychotherapies. Journal of Consulting 
and Clinical Psychology, 59, 20–26. 
Doering, S., Hörz, S., Rentrop, M., Fischer-Kern, M., Schuster, P., Benecke, C, et al. 
(2010). Transference-focused psychotherapy v. treatment by community 
psychotherapists for borderline personality disorder: randomised controlled 
trial. The British Journal of Psychiatry, 196(5), 389-395. 
Elvin, R., & Green, J. (2008). The conceptualization and measurement of therapeutic 
alliance: An empirical review. Clinical Psychology Review, 28, 1167-1187. 
Evon, D. M., & Burns, J. W. (2004). Process and outcome in cardiac rehabilitation: An 
examination of cross-lagged effects. Journal of Consulting and Clinical 
Psychology, 72, 605–616. 
Fan, J., Fossella, J., Sommer, T., Wu, Y., & Posner, M. I. (2003). Mapping the genetic 
variation of executive attention onto brain activity. Proceedings of the National 
Academy of Sciences, 100(12), 7406-7411. 
 208	
	
Fan, J., McCandliss, B. D., Sommer, T., Raz, A., & Posner, M. I. (2002). Testing the 
efficiency and independence of attentional networks. Journal of Cognitive 
Neuroscience, 14, 340-347. 
Fassino, S., Amianto, F., Ferrero, A. (2008). Brief Adlerian psychodynamic 
psychotherapy: theoretical issues and process indicators. Panminerva Medicine, 
50, 165-175.  
Fenton, L. R., Cecero, J. J., Nich, C., Frankforter, T. L. & Carroll, K. M. (2001) 
Perspective is everything: the predictive validity of six working alliance 
instruments. Journal of Psychotherapy Practice and Research, 10, 262–268. 
Fitzpatrick, M. R., Iwakabe, S., & Stalikas, A. (2005). Perspective divergence in the 
working alliance. Psychotherapy Research, 15(1-2), 69-80. 
Frank, J. D. (1971). Therapeutic factors in psychotherapy. American Journal of 
Psychotherapy, 25, 350–361. 
Freud, S. (/937). Analysis terminable and interminable. In J. Strachey (Ed.), The 
standard edition of the complete psychological works of Sigmund Freud, vol. 23 
(pp. 209-253). London: Hogarth Press 
Gaston, L. (1990). The concept of the alliance and its role in psychotherapy: 
Theoretical and empirical considerations. Psychotherapy: Theory, Research, 
Practice, Training, 27(2), 143. 
Giesen-Bloo, J., Van Dyck, R., Spinhoven, P., van Tilberg, W., Dirksen, C., Van Asselt, 
T., et al. (2006). Outpatient therapy for borderline personality disorder: 
Randomized trial of schema-focused therapy versus transference-focused 
therapy. Archives of General Psychiatry, 63, 649–1008. 
Goldman, G. A., & Gregory, R. J. (2010). Relationships between techniques and out- 
comes for borderline personality disorder. American Journal of Psychotherapy, 
64(4), 359–371. 
Gunderson, J. G. (2008). Borderline personality disorder. Social Work in Mental 
Health, 6, 5–12. 
 209	
	
Gunderson, J. G., Frank, A. F., Ronningstam, E. F., Wahter, S., Lynch, V. J., & Wolf, 
P. J.(1989). Early discontinuance of borderline clients from psychotherapy. 
Journal of Nervous and Mental Disease, 177, 38–42. 
Gunderson JG, & Links P. S. (2008). Borderline Personality Disorder: A Clinical Guide. 
Washington (DC): American Psychiatric Publishing Inc. 
Gunderson, J. G., & Lyons-Ruth, K. (2008). BPD’s interpersonal hypersensitivity 
phenotype: A gene-environment-developmental model. Journal of Personality 
Disorders, 22, 22-41. 
Gunderson, J. G., Najavits, L. M., Leonhard, C., Sullivan, C. N., & Sabo, A. N. (1997). 
Ontogeny of the therapeutic alliance in borderline patients. Psychotherapy 
Research, 7(3), 301–309. 
Hahn, S. R., Thompson, K. S., Stern, V., Budner, N. S., & Wills, T. A. (1990). The 
Difficult Doctor–Patient-Relationship Questionnaire— Assessing the problem 
patient. Clinical Research, 38, A739. 
Hatcher, R. L., Barends, A., Hansell, J. & Gutfreund, M. J. (1995). Patients’ and 
therapists’ shared and unique views of the therapeutic alliance: An investigation 
using confirmatory factor analysis in a nested design. Journal of Consulting and 
Clinical Psychology, 63(4), 636-643. 
Hazlett, E. A., New, A. S., Newmark, R., Haznedar, M. M., Lo, J. N., Speiser, L. J., ... 
Buchsbaum, M. S. (2005). Reduced anterior and posterior cingulate gray matter 
in borderline personality disorder. Biological Psychiatry, 58, 614-623. 
Hirsh, J. B., Quilty, L. C., Bagby, R. M., & McMain, S. F. (2012). The relationship 
between agreeableness and the development of the working alliance in patients 
with borderline personality disorder. Journal of personality disorders, 26(4), 616-
627. 
Hoogduin, C. A. L., De Haan, E., Schaap, C. (1989). The significance of patient-
therapist relationship in the treatment of obsessive-compulsive disorder. British 
Journal of Clinical Psychology, 28, 185–186. 
Horowitz LM, Strauß B, Kordy H (2000) Inventar zur Erfassung Interpersonaler 
Probleme IIP-D [German version of the Inventory of Interpersonal Problems IIP-
D]. Goettingen, Germany: Beltz Test. 
 210	
	
Horvath, A. O. (1981). An exploratory study of working alliance: Its measurement and 
relationship to outcome. Unpublished doctoral dissertation.  
Horvath, A. O. (2005). The therapeutic relationship: Research and theory: An 
introduction to the special issue. Psychotherapy Research, 15(1-2), 3-7. 
Horvath, A. O., & Bedi, R. P. (2002). The alliance. In J. C. Norcross (Ed.), 
Psychotherapy relationships that work: Therapist contributions responsiveness 
to patients. New York: Oxford University Press, p. 37-59. 
Horvath, A. O., & Greenberg, L. S. (1994). The working alliance: Theory, research and 
practice. New York: Wiley. 
Horvath, A. O., & Symonds, B. D. (1991). Relation between working alliance and 
outcome in psychotherapy: A meta-analysis. Journal of Counseling 
Psychology, 38(2), 139. 
Hougaard, E. (1994). The therapeutic alliance: a conceptual analysis. Scandinavian 
Journal of Psychology, 35, 67−85. 
Hunter, J. E., Schmidt, F. L., & Le, H. (2006). Implications of direct and indirect range 
restriction for meta-analysis methods and findings. Journal of Applied 
Psychology, 91(3), 594. 
Kernberg, O. F., Yeomans, F. E., Clarkin, J. F., & Levy, K. N. (2008). Transference 
focused psychotherapy: Overview and update. The International Journal of 
Psychoanalysis, 89(3), 601-620. 
Kivlighan Jr, D. M., & Shaughnessy, P. (2000). Patterns of working alliance 
development: A typology of client's working alliance ratings. Journal of 
Counseling Psychology, 47(3), 362. 
Kmet, L. M., Lee, R. C., & Cook, L. S. (2004). Standard quality assessment criteria for 
evaluating primary research papers from a variety of fields. Edmonton: Alberta 
Heritage Foundation for Medical Research. HTA Initiative 13. 
Kramer, U., Berger, T., Kolly, S., Marquet, P., Preisig, M., De Roten, Y., Despland, J. 
N., & Caspar, F. (2011). Effects of motive-oriented therapeutic relationship in 
early-phase treatment of borderline personality disorder: A pilot study of a 
randomized trial. The Journal of nervous and mental disease, 199(4), 244-250. 
 211	
	
Levy, K. N., Beeney, J. E., Wasserman, R. H., & Clarkin, J. F. (2010). Conflict begets 
conflict: Executive control, mental state vacillations and the therapeutic alliance 
in treatment of borderline personality disorder. Psychotherapy Research, 20(4), 
413-422. 
Levy, K. N., Meehan, K. B., Kelly, K. M., Reynoso, J. S., Weber, M., Clarkin, J. F., & 
Kernberg, O. F. (2006). Change in attachment patterns and reflective function in 
a randomized control trial of transference-focused psychotherapy for border- line 
personality disorder. Journal of Consulting and Clinical Psychology, 74, 1027-
1040. 
Linehan, M. M. (1989). Cognitive and behavior therapy for borderline personality 
disorder. Review of psychiatry, 8, 84-102. 
Linehan, M. (1993). Cognitive-behavioral treatment of borderline personality disorder. 
Guilford Press. 
Linehan, M. M., Armstrong, H., Suarez, A., Allmon, D., & Heard, H. (1991). Cognitive– 
behavioural treatment of chronically parasuicidal borderline patients. Archives of 
General Psychiatry, 50(2), 157–158. 
Linehan, M. M., Comtois, K. A., Murray, A. M., Brown, M. Z., Gallop, R. J., Heard, H. 
L., et al. (2006). Two-year randomized controlled trial and follow-up of dialectical 
behavior therapy versus therapy by experts for suicidal behaviors and borderline 
personality disorder. Archives of General Psychiatry, 63, 757–766. 
Luborsky, L. (1984). Principles ofpsychoanalytic psychotherapy. NewYork: Basic 
Books. 
Mallinckrodt, B., & Nelson, M. L. (1991). Counselor training level and the formation of 
the psychotherapeutic working alliance. Journal of Counseling 
Psychology, 38(2), 133. 
Marmar, C. R., Weiss, D. S. & Gaston, L. (1989). Toward the validation of the California 
Therapeutic Alliance Rating System. Psychological Assessment,1, 46-52. 
Martin, D. J., Garske, J. P. & Davis, M. K. (2000). Relation of the therapeutic alliance 
with outcome and other variables: A meta-analytic review. Journal of Consulting 
and Clinical Psychology, 68(3), 438-450. 
 212	
	
Marziali, E. (1984). Three viewpoints on the therapeutic alliance: Similarities, 
differences and asociations with psychotherapy outcome. Journal of Nervous and 
Menial Disease, 172, 417423. 
Marziali, E., Marmar, C. and Krupnick, J. (1981). Therapeutic Alliance Scales: Their 
development and relationship to psychotherapy outcome. American Journal of 
Psychiairy, 138, 361-364. 
Marziali, E., Munroe-Blum, H., & McCleary, L. (1999). The effects of the therapeutic al- 
liance on the outcomes of individual and group psychotherapy with borderline 
personality disorder. Psychotherapy Research, 9(4), 424–436. 
McMain, S., Links, P., Gnam, W., Guimond, T., Cardish, R., Korman, L., et al. (2009). 
A randomized trial of dialectical behavior therapy versus general psychiatric 
management for borderline personality disorder. American Journal of Psychiatry, 
166, 1365– 1374. 
Muran, J. C., & Barber, J. P. (Eds.). (2011). The therapeutic alliance: An evidence-
based guide to practice. Guilford Press. 
Orlinsky, D. E., & Howard, K. I. (1975). Varieties of Psychotherapeutic Experience: 
Multivariate Analysis of Patients' and Therapists' Reports. New York: Teachers 
College Press 
Orlinsky, D. E., & Howard, K. I. (1986). Process and outcome in psychotherapy. In A. 
E. Bergin, & S. L. Garfield (Eds.), Handbook of psychotherapy and behaviour 
change (pp. 311–381). (3rd edition). New York: Wiley. 
Paris, J.. & Sweig-Frank, H. (1993). Parental bonding in borderline personality 
disorder. In: J. Paris (ed.), Borderline Personality Disorder: Etiology and 
Treatment. Washington, DC: American Psychiatric Press, Inc. 
Piero, A., Cairo, E., & Ferrero, A. (2013). Personality dimentsions and working alliance 
in subjects with borderline personality disorder. Revista de Psiquiatría y Salud 
Mental, 6(1), 17-25. 
Pinsof, W. M., & Catherall, D. R. (1986). The inte- grative psychotherapy alliance: 
Family, couple and individual therapy scales. Journal of Marital and Family 
Therapy, 12, 137-151. 
 213	
	
Plotnicov, K. H. (1990). Early termination from counselling: The client’s perspective. 
Unpublished doctoral dissertation.  
Priebe, S., Richardson, M., Cooney, M., Adedeji, O., & McCabe, R. (2011). Does the 
therapeutic relationship predict outcomes of psychiatric treatment in patients with 
psychosis? A systematic review. Psychotherapy & Psychosomatics, 80, 70–77. 
Richardson-Vejlgaard, R., Broudy, C., Brodsky, B., Fertuck, E., & Stanley, B. (2013). 
Predictors of psychotherapy alliance in borderline personality 
disorder.Psychotherapy Research, 23(5), 539-546. 
Rockland, L. H. (1992). Supportive therapy for borderline patients: A psychodynamic 
approach. Guilford Press.  
Rogers, C. R. (1965). Client-centered therapy: its current practice, implications, and 
theory. Boston: Houghton Mifflin. 
Ryle, A., & Golynkina, K. (2000). Effectiveness of time-limited cognitive analytic 
therapy of borderline personality disorder: Factors associated with outcome. 
British Journal of Medical Psychology, 73, 197–210. 
Salzer, S., Streeck, U., Jaeger, U., Masuhr, O., Warwas, J., Leichsenring, F., & 
Leibing, E. (2013). Patterns of interpersonal problems in borderline personality 
disorder. The Journal of nervous and mental disease, 201(2), 94-98. 
Sharf, J., Primavera, L. H., & Diener, M. J. (2010). Dropout and therapeutic alliance: A 
meta-analysis of adult individual psychotherapy. Psychotherapy: Theory, 
Research, Practice, Training, 47(4), 637. 
Shearin, E. N., & Linehan, M. M. (1994). Dialectical behavior therapy for borderline 
personality disorder: theoretical and empirical foundations. Acta Psychiatrica 
Scandinavica, 89(s379), 61-68. 
Skodol, A. E., Buckley, P., & Charles, E. (1990). Is there a characteristic pattern to the 
treatment history of clinic outpatients with borderline personality? Journal of 
Nervous and Mental Disease, 171, 405–410. 
Skodol, A. E., Gunderson, J. G., Pfohl, B., Widiger, T. A., Livesley, W. J., & Siever, L. 
J. (2002). The borderline diagnosis I: psychopathology, comorbidity, and 
personaltity structure. Biological psychiatry, 51(12), 936-950. 
 214	
	
Smith, A. E., Msetfi, R. M., & Golding, L. (2010). Client self-rated adult attachment 
patterns and the therapeutic alliance: A systematic review. Clinical psychology 
review, 30(3), 326-337. 
Spinhoven, P., Giesen-Bloo, J., van Dyck, R., Kooiman, K., & Arntz, A. (2007). The 
therapeutic alliance in schema-focused therapy and transference-focused 
psychotherapy for borderline personality disorder. Journal of consulting and 
clinical psychology, 75(1), 104. 
Sterba, R. (1934). The fate of the ego in analytic therapy. International Journal of 
Psychoanalysis, 15, 117-126. 
Stevenson, J., & Meares, R. (1992). An outcome study of psychotherapy for patients 
with borderline personalities. American Psychiatry, 147, 358-362. 
Tebartz van Elst, L., Hesslinger, B., Thiel, T., Geiger, E., Haegele, K., Lemieux, L., 
Ebert, D. (2003). Frontolimbic brain abnormalities in patients with borderline 
personality disorder: A volumetric magnetic resonance imaging study. Biological 
Psychiatry, 54, 163-171. 
Tichenor, V. & Hill, C.E. (1989) A comparison of six measures of working alliance. 
Psychotherapy, 26(2), 195-199 
Torgerson, S., Kringlen, E., & Cramer, V. (2001). The prevalence of personality 
disorders in a community sample. Archives of General Psychiatry, 58(590-596). 
Tracey, T. J., & Kokotovic, A. M. (1989). Factor structure of the Working Alliance 
Inventory. Psychological Assessment: A Journal of Consulting and Clinical 
Psychology, 1(3), 207. 
Turner, R. M. (2000). Naturalistic evaluation of dialectical behavior therapy-oriented 
treatment for borderline personality disorder. Cognitive and Behavioral 
Practice, 7(4), 413-419. 
Ulvenes, P. G., Berggraf, L., Hoffart, A., Stiles, T. C., Svartberg, M., McCullough, L., & 
Wampold, B. E. (2012). Different processes for different therapies: Therapist 
actions, therapeutic bond, and outcome. Psychotherapy,49(3), 291. 
Wampold, B. E. (2001). The great psychotherapy debate: Models, methods and 
findings. New Jersey & London: Lawrence Erlbaum Associates. 
 215	
	
Wasserman, R. H. Levy, K. N., Beeney, J. E., & Stonebraker, A. (2007). A scale for 
assessing mental state vacillations in patients with borderline personality 
disorder. Unpublished manuscript. 
Whipple, J. L., Lambert, M. J., Vermeersch, D. A., Smart, D. W., Nielsen, S. L., & 
Hawkins, E. J. (2003). Improving the effects of psychotherapy: The use of early 
identification of treatment and problem-solving strategies in routine 
practice. Journal of Counseling Psychology, 50(1), 59. 
Wnuk, S., McMain, S., Links, P. S., Habinski, L., Murray, J., & Guimond, T. (2013). 
Factors Related to Dropout From Treatment in Two Outpatient Treatments for 
Borderline Personality Disorder. Journal of personality disorders,27(6), 716-726. 
Yeomans, F. E., Clarkin, J. F., & Kernberg, O. F. (2002). A primer for transference 
focused psychotherapy for the borderline patient. Northvale, NJ: Jason Aronson. 
Yeomans, F. E., Gutfreund, J., Selzer, M. A., Clarkin, J. F., Hull, J. W., & Smith, T. E. 
(1994). Factors related to drop-outs by borderline patients: Treatment contract 
and therapeutic alliance. The Journal of psychotherapy practice and 
research, 3(1), 16. 
Young, J. E., Klosko, J., & Weishaar, M. E. (2003). Schema therapy: A practitioner’s 
guide. New York: Guilford Press. 
  
 216	
	
Part IV - Clinical Experience 
Experience on Clinical Training 
 
11/2013 – 09/2014 Adult – CMHT 
- Providing 1:1 and group therapy to adults with depression, anxiety, social 
anxiety, health anxiety, personality disorders and bipolar disorder 
- Neuropsychological assessments – profiles included early onset dementia 
and stroke 
- Predominantly a Cognitive Behavioural Therapy (CBT) approach with some 
Dialectical Behavioural Therapy (DBT) experience gained 
- Service Related Research Project – “Discharge Practices in Community 
Mental Health Teams”   
 
10/2014 – 04/2015 Child – Tier 2 CAMHS 
- Assessing and providing interventions for families and children with anxiety, 
depression, developmental disorders (Autism Spectrum Disorders and 
Attention Deficit Hyperactivity Disorder), self harm, and separation anxiety 
- Working systemically with families, schools and social services for which I 
was providing 1:1 interventions. 
- Consultation work with schools for children who were struggling to cope 
within the school environment 
- An active member of a reflective team in a systemic family therapy clinic 
- CBT approaches combined with narrative principles  
- Developing child friendly and engaging formulation and out of session 
worksheets using iPADs. 
 
04/2015 – 09/2015 Older Adults – Older Peoples CMHT  
- Consultation and assessment in residential and nursing care homes  
- Biopsychosocial formulation sessions and training with care home staff 
- Providing 1:1 therapy using CBT and Life Story approaches to older adults 
with anxiety. 
- More extensive and detailed experience completing neuropsychological 
assessment within the memory clinic, assessing neurodegenerative 
conditions. Profiles have included frontal lobe dementia, early stages of 
Alzheimer’s disease and vascular dementia. 
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09/2015 – 03/2016 Learning Disability – LDCMHT  
- Providing 1:1 therapy using CBT, behavioural exposure work and narrative 
therapy approaches to a range of individuals with learning disabilities who 
have mental health difficulties (incl. pervasive demand avoidance, PTSD, 
OCD, anxiety) 
- Provided sexual education to vulnerable clients 
- Using a psychodynamic approach with an individual with BPD 
- Completing video formulation work with individuals who cannot read or write 
- Consultation to care homes for residents with challenging behaviours 
- Neuropsychological assessment of individuals with learning disabilities 
 
04/2016 – 09/2016 Specialist Placement – Paediatric Psychology Service 
- Providing psychological assessment, formulation and treatments to 
children who are struggling with a diverse range of health-related 
problems within an outpatient setting (e.g. functional pain, enuresis, 
obesity, abdominal pain, sickle cell). 
- Providing support to parents and siblings of children admitted to inpatient 
settings i.e. paediatric intensive care 
- Completing neuropsychological assessments of children with brain-
related conditions e.g. epilepsy. 
- Developing a child-friendly accessible web-page with information about 
the neurodevelopmental ADHD service 
- Developing and running a new narrative group for individuals with   
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Part V – Assessments 
PSYCHD CLINICAL PROGAMME 
TABLE OF ASSESSMENTS COMPLETED DURING TRAINING 
 
Year I Assessments 
 
ASSESSMENT TITLE 
WAIS-III Short report of WAIS-III data and practice 
administration 
Practice Case Report A consultation with staff from a residential care 
home about a male client in his early thirties with 
behavioural management difficulties related to 
incontinence 
Problem Based 
Learning – Reflective 
Account 
PBL reflective account – Relationship to change 
Major Research 
Project Literature 
Review 
What do we know about therapeutic alliance in the 
treatment of borderline personality disorder? 
Adult – Case Report 1 A neuropsychological assessment of a gentleman 
in his fifties with alcohol dependency, depression, 
anxiety and memory impairments 
Adult – Case Report 2 A gentleman in his fifties who was treated with 
CBT for depression 
Major Research 
Project Proposal 
Major Research Project Proposal 
 
Year II Assessments 
 
ASSESSMENT TITLE 
Service Related 
Project 
A service evaluation exploring team members’ 
experiences of working with clients towards 
discharge 
Professional Issues 
Essay 
What professional and ethical issues will be raised 
for you as a clinical psychologist in accepting a 
stepped care approach or conducting therapy in a 
managed care settings where there is a pre-set 
limited number of sessions 
Problem Based 
Learning – Reflective 
Account 
PBL reflective account – The Stride family  
Child and Family - 
Case Report 
An integrative approach to working with a 14 year 
old girl with low mood 
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Personal and 
Professional Learning 
Discussion Groups – 
Process Account 
PPDLG Process Account 
Older People – Oral 
Presentation of 
Clinical Activity 
A consultation to staff at a nursing home about a 
women in her eighties with vascular dementia and 
challenging behaviour 
 
Year III Assessments  
ASSESSMENT TITLE 
Major Research 
Project Empirical 
Paper 
How, if at all, is therapeutic alliance experienced by  
individuals attending the STEPPS group 
programme? 
Personal and 
Professional Learning 
– Final Reflective 
Account 
On becoming a clinical psychologist: A 
retrospective, developmental, reflective account of 
the experience of training 
People with Learning 
Disabilities – Case 
Report 
An extended assessment with a male in his early 
twenties who had a learning disability who had a 
complex mental health presentation 
 
	
	
	
	
